MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Dy 448 CERTIFICATE OF DEATH 


all 


00438 


Reg. Dist. No. 


§ Pi YY ee ———s 
z ad ent OF ia = gat (Where deceosed lived. If institution: Residence before admission) 
gs Carroll MARYLAND Maryland ». COUNTY Montgomery 
. ri b, Bae TOWN dae ota limits, write |. hago OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) ¥ 
22 sykésvit pe .Smos . 2dayp Takoma Park (S97, 
<q $ d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS ois RESIDENCE 
ee Springtield State Hospital 3 Valley View Ave. vec) no 8 
e 5 2. NAME OF First Middle lost 4. DATE Month Doy Yeor 
a {ype or pent William Bryan Adams Statn January 6, 469 
2 5. SEX 6. COLOR OR RACE [7. MARRIED FR NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (lm yeors [FUNDER | YEAR]IF UNDER 24 HRS. 
Male White |wioowf)  oworceot] | December 1h, 1896 wo er) | Months] Bors [Heuer | Min. 


12. CITIZEN OF WHAT COUNTRY? 


100. USUAL Kes riagllloal is kind zs re 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
i ‘of yorking life, qven iaretir 
statistteal “eter” = Virginia USA. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
I ) William Adams: Fanny Weaver 


asa unknown) SP Tse) Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for {o}, (b), ond (c).] 


15, WAS DECEASEDEVER IN U, 5, ARMED tava SOCIAL SECURITY NO. if INFORMANT Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers, 


the registror prior to burial, cremation, or remaval, and in any event within 72 hours ofter death. 


thal the death certificate be executed within 24 hours ofter death: Page 4 


1 


alive an , and that death occurred at_. <...M, fram the causes and an the date stated abave. 


‘OR: After this certificate hos been signed by the attending physician and campletely filled in b: 


PART |. DEATH WAS CAUSED BY: : 
+ IMMEDIATE Cause o)_ Arterdosclerotic heart disease Years 
A DUE TO 
= Eis eiisen natin z Generalized arteriosclerosis Years 
3 £ gove rise to immediote ey 
Ss es couse (o}, stoting the ynder- PUETO. 
ba gs lying couse lost. ta) 
ieee 5] c BIS eSBba at ey” COREY Se EURO MUU IY TION" PUYEHUE EE eRe ETA NA 
engs ) ermine Sronchopneumonia. Nephrosclerosis 
= sc i, 2 
E i te = 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port t ar Port I! of item 3B.) 
ZSbe & JOR CONTRIBUTING [J CAUSE OF DEATH 
<§ ae © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
ss oi se 
Zsts & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED |20e. PACE OF Sn er Tes a (City or town) (County) (Stote) 
are ray Hi mM. foctory, street, office ete, 
oes 3 aes 19 (Wea oreo } 
er Ty °, 
g Ge 21. | certify that | attended the Gass fromvgust Uy 2! Seen ary Ps. 7 that | last saw the deceased 
5222 3 Brli3K 
Bla 8 
“Os 
>» no) 
8 
2 
= 
3 
oO 
2 
> 
” 
rs 
D 
& 


e ; 4 f ADDRESS (Street, city of town, stote) DATE SIGNED 
<€ Benton 2 cee = Cast; emo. __Springfield State Hospital pe a, 1 /6/59 
or bea fon delCampo, M.D. Sykesville, Merylend 
BSS 
235 
oo 
- & 
VS AIS (4) 


o 
= 
come 
2 
rr 
Pr 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 G04 39 
§ CERTIFICATE OF DEATH 


21. | certify that { attended the deceased from.___/ 9B, t0o_ Yas 24. 19 FP hos | last saw the deceased 
alive On nn Birt Fen» ws 2, and that death accurred at..7_ Z? MM, fram the causes and an the date stated abave. 


Reg. Dist. No. 
Ee; Z 
S 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmission) 
5 a. COU a. b. COUNTY 
2 v Carrol MARYLAND - 
= é faryland ATTO 
€ ° b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
8 ) RURAL ond give neorest town) 
a es aneytown 60 years A aneytown 
cE d. NAME OF HOSPITAL (If no! in hospital, give sireet oddress) J. STREET ADDRES: e. 1S RESIDENCE 
+. =o OR INSTITUTION ON A FARM? 
g 35 Frederick Street uedehs!* 
2 £6 3. NAME OF First Middle Lost 4. DATE Manth Doy Yeor 
Sis DECEASED OF 
~ 3 x (Type or print) on Srnold DEATH 19 
c = Aenes : 
=e . SEX . COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE (In yeors 
= = 5 6 MARRIED ["] NEVER MARRIED Gt ee linneny ae 
2 3 emale th wivowep [J ovorceo] [Jan, 21, 1872 87. 
a = 
2 Jean 10a. USUAL OCCUPATION (Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2) 28 3S during most af working life, even iF retired) 
3 pes Housework Own home Maryland U.S.A. . 
g C25 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
soa 
© 88% 
B See Augustine Arnold Helen J, Spalding 
# 289 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
= fe€2 Tex, no. or unknown) Ut yes, Give wor or dates of service} 
§ fa 
om Ne ats no | none 
fo 
ig, SRS 
g 2 3 z 1B. CAUSE OF DEATH [Enter anly one couse per line for (a), (b}. and (c).] FT Ea al 
o Fay PART I. DEATH WAS CAUSED BY: . 5 ie a ° % 
£ ge IMMEDIATE CAUSE (0). an we: i L-¢9 “ tet 
= ar, 
5 =e: 35 i. DUE TO + E 
x . 
= Ser Conditions, iF ony, which rs ig 4 4 
ry 4 i) gove rite ta immediate 
5 Sees couse (0), stating the under. ( DUE TO - 3 4 yy * 
fetes iptgresuteilaat wo Gort hun?d Ary Zi een de lte Ant tis 10 J 
es pa RE , 
2285 ° 5 Part II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o0}| 19. WASTAUTORSY 
SF4F5 = 
Buse < yes] nol 
2as o u 
£ uv 
FotSs | 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il of item 18.) 
2825 3 |r cittee, NomFY MeDiCAt EXAMINER) 
Geo is c 
2 6 3 8 & |20c. TIME OF INJURY Month, Dy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) {County) (State) 
Soles ray Hour 0. m. While Nat while factory, street, office bldg., etc.) } 
e327?5 g p.m. 19 fot work (CJ ot work] i 
Zeese 
aL< 
z 
& 
ta 


the hospi 


OR: 


ADDRESS (Street, city ar town, state) DATE SIGNED 


MBA uy ee eis Lesl39 
PHYSICIAN'S 7 : 


NAME (Type} .§ frrnk fev; AO Sa4 


‘720. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, of county) (Stote) 
REMOVAL (Specify) 7 
B 3 2 959 oseph's Cemetery aneytown, Maryland 


B 3 n 
2. Lee DIRECTOR'S SIGNATU| PY ADDRESS da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
4 mee? A ae bi Q 
0 ss_& Son a 


/), 


a 


TO FUNERAL Di 


ACTUAL 
SIGNATURI 


page 3 should be detached far use as the burial-transit permit. 


the registrar prior ta burial 
~~ 


TO HOSPITAL O 
may be retain 


VS ATS (4) X\ 
1SM 10/S7 ‘ 


oN 269 | Coste Lb uid 


anevtown, Wary iand 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00440 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


© Reg. Dist. No. 
1, PLACE OF DEATH bi 7. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
Carroll marviano || ° STATE Maryland >. COUNTY Anne Arundel 


b. ys OR TOWN fit outside corporate limita, write RURAL c. LENGTH OF STAY IN tb c. CITY OR TOWN {If oulside corporate limits, write RURAL ond give neares! town) 
and give oearest town) 


Sykesville 3yrs.7mos6da; Annapolis (Edgewater) « 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitot, give street oddress) d. STREET ADDRESS RES 
“ON A FARM? 


Hospital _ _Unknown ___| vs E]_No m 


necegsory. please 


File pages | and 2 with the State Board 


Fint Middle lost 4 OA Month Doy Yeor 
Paul ———s Stevens Eassford | cam January 30, 19 59 
6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED @. DATE OF BIRTH hs AGE Po IF UNDER 1YEAR] IF UNDER 2: 74 HRS. 
ent Fuctedor) hs : i 
s White [wivoweo — oworclot | August 6, 1907 oT sale hapa [i ibe . 
1a. USUAL ee ae kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF is sb COUNTRY? 
during most of working life, even if retired) 
borer Maryland U.SeA6 
13. FATHER’S NAME 7 14. MOTHER'S: MAIDEN NAME 
James H. Bassford Mamie Aisquith 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yer, 10, er unhmern} | (tf yen. give wor or dotes of service} 


No : 217-38-1158| __Sprinefield Hospital Records 
18. CAUSE OF DEATH [Enier only one couse per line for (o}, (bh), ond (c).] =. *s, + ~ dantervat eerweers 
ONSET ANDO DEATH 
PART |. DEATH WAS CAUSED BY: 


bh x IMMEDIATE CAUSE (0) Suppurative nephritis, acute | Days_ 
DUE TO 


Conditions. if ony. ct w_ Abscess of prostate __| Weeks: 


If any delay is 
and 3 fo the funerel di 


72 hours after death. 


Gove rise to immediate cove 
(0), staling the undertying( PVE TO 
couse couse last. - (©). = a 


ART, tt, ones Oe. IC, one iS INTRIBUTING 79g) ATH BUT NOJ RE! 0, TO THE TERMINAL DISEASES: DITION OAVEN, 3 vos 1 aS Rey AUTOPSY 
CBS. olstea with trauma “psycnotic Se aeras » With epliep (ON . PERFORMED? 
Ribera’ hematin. _ [vest Noo 


patel ly NAL CONT UTING B 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port it of item 18.) 
or 
CAUSE OF DEATH. Fell on floor during seizure sustaining lacerations. 


0c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED [20e. viene OF F IRUURY oon foie 120F. (City or town) (County) ——~—~—«S(Stote) 
whi 3 ory, office bldg, ete.) 

Unitus: 1/3/59 |e Soda] Hospital {Sykesville Carroll Md. 

21. 1 certify thot | took charge of the remoins described above, held an Autopsy (59, Inspection FE], Inquiry 9, and in my 


resulted from: Notural causes fk). Accident C1. Suicide Oo. Homicide 1. Undetermined manner oO 


MEDICAL CERTIFICATION: 


fate, writing the word “pending™ in pencil in Item 18. Give Pages 1, 2, 
orded ta the Chief Medical Examiner's Office alang with form PM3. Page 5 may be retained 


TO FUNERAL DIRECTOR: Page 3 shautd be used as a burial-transit permit. 


CHIEF MEDICAL EXAMINER [7] DATE SIGNED 


ASSISTANT MEDICAL EXAMINER o 
DEPUTY MEDICAL EXAMINER BO] 2/1/59 


W2d. LOCATION (City. town, or county) (Store) 


Sh: 


ar its designated agent, prior ta burial, cremation, ar removal, ond in any event 


execute the 
4 should be fd 
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—_ er, ADDRESS 24a. REC'D BY REGISTRAR 
st ,_ Maryland oareFEB 5S '59° 


oy 74 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 O04 i 
45 CERTIFICATE OF DEATH Reg. Dist. No. : 


1. PLACE OF DEATH 2 beinlont RESIDENCE (Where deceased lived. If institution: Residence before admission) 
> MARYLAND ATE b. COUNTY 


i; LAL ALR ES 
b. CITY OR TOW! in aie oh aie limits, write c leary oR TOWN (If outside corporote limits, write + ‘ond give nearest town) 
RURAL ond . ie 4 
N Ry Ne 


1 


a AN OF Seu is not in hospital, give street oddress) a; ae ADORESS e. 1S RESIDENCE 
OR INSTITUTION } ON A FARM? 
=A fe DL. Af =DUAA SSE vis Elapolal 
3. NAME ©! First Middle lost 4. DATE Month Doy Yeor 
QECEASEO = OF 
ype or print) BE K AL : [A ND DraTH / 2 9 5 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [2]. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
} ss lost AN Days Min. 
=ENM = A = |wioowed [] Divorced [) A —— yes. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY nN. mR HPLACE (Biotec ‘or foreign =r 12. CITIZEN OF WHALCOUNTRY? 
during most of working life, even if retired) 
QD A A HO NA f= MA EY bf dD. f_ S 
3. FATHER'S NAME 14. Mae IER'S MAIDEN NAM 


R BOALD A VGLA 2. 


15. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
IVa aoe or kaon) (set Oe ne ge ile ef werticel| _— 
Alo 6 NAN Pa {\ Mw IS 2 = A 


18, CAUSE OF DEATH [Enter only one couse per line for (a). (by INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED 8Y; ene eee 
IMMEDIATE CAUSE {0}. 


I 31K QUE TO 
Conditions, if ony, which (1 
Qove rise to immediote 
couse (0), stoling the under. (| OVE TO 


thot the deoth certificate be executed within 24 hours ofter death: Poge 4 


jires 


3 
2 é lying couse los. «© 

3 if Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} | 19. oie 
PCS 

ee ves] no] 
re = 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(WF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, 120. {City oF town) (County) (Stote) 
Hour o. m, While Not while factory, sireet, office bldg.. etc.) 
pom. 19 Jot work [[] ot work [] H 


21. | certify that | attended the deceased from... (9-<-47 20, 19. ne) [io ee Oa mange! 19.5 7that | last saw the deceased 
alive an and that death accurred a 2 en the causes and an the date stated abave. 


SS (Street Jity or town, stote) OATE SIGNED 
ACTUAL B 
SIGNATURE eg” y MO. Alera oes Deatgs 


pital ar attend 
MEDICAL CERTIFICATION, 


After this cert 
detached for use os the burial-transit permit. 
the registror prior to buriol, crematian, ar removol, and in ony event within 72 hours after deoth. 


the has 
R: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


[i r 
£52 
943 / PHYSICIAN'S 
ese NAME (Type) (p= SSS SE — 
Syo Flo: BURIAL. CHEMATION, [22b. OATET 4 x 7 ni AME OF CEMETERY OR CREMATORY 22d. LQEATION (City, town, or county) Store 
2 y ( 2] 
>2 Sy Rise ‘AL (Specify) val 
Eg Ee f7ED EMiulo LN b. ial L} 
Loe Daa. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
V5 A15 (4) ‘ Mb red ff : 1 ee 
15M 10/57 y rhtyi1g fe, i by 2 LEG OATFAN 5 _'59 Cxliat aS, Foam 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 449 
459 CERTIFICATE OF DEATH Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lized. If institution: Roydence before admission) 
a. COUNTY 4 L oe b. COUNTY q 
Fat | 1A <C—. 
B. CITY OR TOWN (If outside corporate fimits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN 


RURAL ong-g oy town) 3 
24 


d. NAME OF “HOSPITAL (| ar not in hospital, give street oddress) d. STREET ADDRESS. @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


yes] No) 
3. NAME OF Middle Loy! E Yeor 
trees SL ESS je ~EVAws - (26 ULTo WV | Sam q ’ i 
S. SEX COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [] | 8. DATE OF BIRTH RS 
ft i ib WIDOWED fq pivorceo [] Get A 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or loreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most o . prking life, even if retized) 


(C2 Veg oe, re WwéA 


13. FATHER'S NAME 14, Borer ‘Ss weniger NAME 


‘. WAS. DRDO IN U. Ss. ARMED FORCE] 16. SOCIAL SECURITY NO. y INFORMANT/ / eo 
Nastya dence] oer es ec) 


18. CAUSE OF DEATH [Enter only one cause per line for wh LLe ond (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: oe Po EE i ; ONSET AND DEATH 
IMMEDIATE CAUSE (0) AA ee ‘ 2 ; 


DUE TO 


well 


‘al director, 


he be filé 


After this certificate has been signed by the attending physician and completely filled in by 


thot the death certificate be executed within 24 hours after death’ Page 4 


Canditions, it any, which o 
ave rise to immediate 

couse (a), stating the under- ( UE TO 
lying cause tost. te) 


Past HI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART oe eo 


ires 


ician. 


I-transit permit. Then please remove carbon papers. Pages 1 ond 2 


MED? 


HI pnt ta. Q- 2 i An yes] NoG]~ 
20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of ihjury in Part | or Port Il of item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, ma 1 20F. (City oF town) (County) (Stole) 
Hour a. m. While Not while foctory, street, office bldg. 
p.m. 9 lot work (] at work [J Md 


21. | certify that t attended the haere fram, Shih to. ec f___., 95Z_that | last saw the deceased 
alive an_: Yeeeeste [%, 2], Wed Vay, ind thot death accurred ae fram the causes and an the date stated abave. 


fous eet, city oF town, stote) DATE SIGNED 
ACTUAL ayy 7 ey ; i; > 7 
SIGNATURI 1g on. ae a 


ees SV NER are ey 4, fer, 


220. BURIAL, CREMATION, ae DATE 24/, ie NAME OF CEMETERY QR CREMATORY 22pyLOCATION 1a le town, or county) (State) 
Ca ASpecity) o 4] Jud 
idee FUS tH LZECL, 4 H sat 4 


eae wed ADDRESS da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS (4) eae! Alon ~ Wes CZ 4 WP di parsfAN 3 0°59 Onthan £. Tawa 


15M 10/57 


The low requ 
io! 


MEDICAL CERTIFICATION 


the hospital ar attending phys 


tached for use as the buri 


‘oS 
3 
3 
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ss 
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may be retained, 


TO FUNERAL DIR 
page 3 should 


TO HOSPITAL OR 4TTENDING PHYSICIAN: 
be i 


STATE DEPARTMENT OF HEALTH—BALTIMORE, 1 ‘ 
MAR NAN on Preset 0-89 re 06443 


“a 59 et 
453°" ° CERTIFICATE OF DEATH 


= Reg. Dist. No. 

s 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If intiution: Residence before odmission) 

2 i = e b. COUNTY A 
= Carroll MARYLAND Mid ryVahe Mebtbbs Vv 
£ b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) pn», 
3 rural ‘ond aig tee town) W D UTX 
~ ykesville elmo. 19days BAAter/Solv ashington, D. C. 

2 ¥ a / 4 d. hae. (IF not in haspital, give street address) | d. STREET ADDRESS 31 Por ter St eg N “eee 

. = NO 

54 -2g8, E La 

o ec "i 

ise . iT Middl 4, DATE ¥ 

age 3. NAME OF A a % , — tot DA Dey ear 

« 2; (Type or print) yivester Augusta Macatee Bradley | dram 1959 

= ae 5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (Caer IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= ‘ 

a Female White |wooweo% —ovorceog | May 7, 1873 ee 

3 e ae Wa. USUAL OCCUPATION (Gi ind of work done 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
38 ida 8 during most of working life, even if retired) 

3 ves Housewife = Maryland USA. 

3 as I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

See as Sylvester Macatee Mary Jane Perkins 

rs 3 8 2 1$. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

5 a& {es at? unknown) {it yes, give wor or dates of service) 

b pte ° - - Springfield Hospital Records 

& DRE ; 

5 SBE 18. CAUSE OF DEATH [Enter only one cause per line for (0), (bl, ond (c).] INTERVAL BETWEEN 

3 205 PART I. DEATH WAS CAUSED BY: 4 a fe 
ts. uwascaustp ay. Bronchopneumonia Bays 

3 = YT l K% QUE TO 

£ 32> ‘ Conditions, if ony. which oo. 

$ BES gove rise to immediate 

3 ks cause (a}, stoting the ynder. ( OVE TO 

os i = 2 tying couse last. te) 

= co z 

3.U30. asl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. WAS AUTOPSY 
SESE 3! c.B: peti ah geretired ert eriosclerosis with psychctie reaction. PERFORMED? 
26s 8 S| Marked generalized arterioscherosis. 3 yes] No 
Fotis © | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port il of item 18.) 

a. ee & | OR CONTRIBUTING L] CAUSE OF DEATH 

€§5w2= 5 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

a SS os 

g 3 Zos & [2%c. TIME OF INJURY Manth, Doy, Year [ 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn) (County) (State) 
> 5° g ~ 6 Hour 9. m. iy While Not =i foctary. street, office bldg., etc.) 

eS lat work [7] of work ' 
Qaseis 2 Bam 
CES 

PRB 2). | certify that | attended the deceased fram__December h,, 19.57, to JANUarY..234, 19.99 that | last saw the deceased 
Sees nal 

ge<es alive on_ wary 22, 19.59 and thot death accurred ot 2 250Am, fram the causes and an the date stated above. 
Ze 

Ets 8 Za ADDRESS (Street, city or town, state) DATE SIGNED 

Se 
ee: j Set ole no .Springtield State Hospital 1/23/39 
renee 4 Hf 

2553 PHYSICIAN ar, 

zz rains /aeustin del Campo, MaD Sykesville, Maryland 
cress a en ee een een eee sees: 
4 83 2 2 Zo. BURIAL, aa Wb. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) 

= REMOVAL yecif Z 

EezBs Betas | -2&xSHSTWARYS [Vlestitae Marko 2 C6 

2k 23. FUNBRAL DIREGFOR'S SIGNATURE ADDRESS Dao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

V5, A15 (0 C). yy Lie Orbe 6 iV ¢blBELi1 ZhoxdAN 2 7°59 Cwttuiq £ Kirst 


7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00444 


454 CERTIFICATE OF DEATH Rey, Dist. No. 


eal 
Pd 
4 ii 


. 8 3 1, PLACE OF DEATH ® boar RESIDENCE (Where deceased lived. If institution: Residence before Sanne we 
£ & . COUNTY Carroll MARYLAND °. “Hoary lend b. COUNTY Montgomery 
oe b. pale rd TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 Lond ary st ion 1 a 5 
50 esvi 4syears Kensington ; / 
< ee d. ae ~ not in hospitol, give street oddress) | d. STREET ADDRESS e Bee 
Be! ngrield cSteat e Hospital 2931 Faulkner Place ves [] Nog] 
5 3. NAME: = First Middle lost 4. DATE Month a 
3 (ype or print) Cornelius Eick Brokaw DEATH Januery 3” 1929 
2: 5. SEX 6. COLOR OR RACE |7. MARRIEDJE] NEVER MARRIED [7] |8. DATE OF BIRTH % AGE {in years KF UNDER PYEAR| tf UNDER 24 HRS. 
male white [wow pivorco(] | Jane 11, 89 i eee 


10a. USUAL OCCUPATION 


12, CITIZEN OF WHAT COUNTRY? 
duting most,of working li 


kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 
even if retired) 


ie 
g mechanic "Gonstrudtion Companies New Jersey UsSehe 
3 , < 13. FATHER'S NAME He 14, MOTHER'S MAIDEN NAME 
y Cornelius Brokaw Margaret > Swick 
I I RCS ada Ha) U. $. a ely 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
79-18-2205 | Records of Springfield Stete Hospital 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond {c).] INTERVAL BETWEEN 


Agr IIBEATE Via RUSE iE Ant Arteriosclerotic Cardiovascgular Disease |HWdére° thn 


Then please remove carbon popers. 


L DUE TO ¥ 
Conditions, if ony, which (oy 
gove rise to immediote 


DUE TO 


quires thot the death certificate be executed within 24 hours ofter deoth: Page 4 


y the haspitol or attending physician. 


couse (0), stoting the under- 


lying couse lost. 

On LonaBGidin GYHen ole Aa ooe ATES niUKtE OG THE Ye Ro UADOLSEAED EBSA TiCR Liven IN PART 1(0)]19, WAS AUTOPSY 
Metabolism, Growth or Nutrition,Presenile Brain Disease with ysG'nog 
200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURREGS perked hE jure OREO d+ BOW bE item 18.) : 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OE CURRED) 20e. PLACE OF INJURY [Home, far 208. (City or town) (County) (State) 


=z 
Q 
g 
= 
3 
é 
5 
u 
- 
S$ 
8 
= 


OR: After this certificate has been signed by the ottending physicion and completely filled in b; 


detached for use as the burial-tronsit permit. 
the registrar priar ta burial, eremotion, ar remaval, and in any event within 72 


3 
2 

© 
= 
z 

= 
& 
a i foctory, street, offi z 
Fe 21. | certify that | attended the deceased from. A L955---- 19----- 7 NOP gig -==--=- » 19-5 g,that I lost saw the deceased 
3 alive on Tap yf 4------2----- Cy bi be death occurred at. L5--5O-M. fram the causes and on the date stated abave. 
E ADDRESS (Street, city or town, stote} DATE SIGNED 
<= ACTUAL 

= ee M°. ----Springfield State-Hospital------------ 
gezse || [eines . ME tebe tlycd. agg ier pie 
BBEO Tio. BURIAL, CREMATION, | 70. DATE THEREOF ‘ac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tqw un ote! 
g a2 8 RAO TAL 1/13/59 (ST. JAMES LUTHERAN CEMETER PHILLIPSBURG NEW JERSEY 
oro 
er NEPAL wD c.. sities SPRING, MD ‘2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

2 5 ° 51 “ils 
wine! gered L. pia Da. sil EN CS Tees 


oomll 


1. PLACE OF DEATH 
o. COUNTY 


a O 


MARYLAND 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Teen ? deRtiFiCate OF DEATH 


bedi 


ay ene RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


Maryland > COUNTY Mont gome 


v 


b, CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Tb 
RURAL ond give nearest town) 


kesville By 7m 28a 


uneral directar; 


id by 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


/tdikdie! boktd/vd, Chevy Chase /5x. 2 


d. NAME Of HOSPITAL (If not in hospitol. give street oddress) 
‘OR INSTITUTION 


prinefield a 


f 


4. STREET ADDRESS 8913 Conn. Avenue © Ona ARN? 


ves] no (ff 
ea 


3. NAME OF First Middte 
DECEASED 


(Type or print) Margaret Snith 


Lost 


Buffin 


Month Yeor 


iM Doy 
Stara 1 24 1959 


Pages 1 and 


5. SEX 6. COLOR OR RACE 17. marRiep [-] NEVER MARRIED (] 
F WIDOWED [] Oivorceo [) 


8. DATE OF BIRTH 
16 = 20 -68 


lost bitthdoy) [Months] Days Min. 
yn. 


f AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


We. USUAL OCCUPATION {Gi 
during most of working 


housewife 


13, FATHER'S NAME 


Charles Smith 


retire own home 


| 


k i aaa 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
Virginia U.S.A. 


14. MOTHER'S MAIDEN NAME 


Margaret Braughner 


15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. 
Yas, 90, oF unknown) {Il yes, give wor or dates of service) 
No no 


7, 


INFORMANT Address 


Springfield State Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for 0}. (b). ond (c).] 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE cause jo, ALLerLosclerotic 
DUE TO 


Then please remove carbon popers. 


Uy 


(bo) 


INTERVAL BETWEEN 
ONSET AND DEATH 


hea rt disease ears 


gove rite to immediote 
couse (o}, stoling the under- 
lying couse lost. 


DUE TO 


Conditions, if ony, ah 
{c) 


-transit permit. 


Past Il. OTHER SIGNIFICAI 
C.ByS. ass9 


ayieh ate ice pe 19 Fae By Tan ont F 
sease Cc reacti 


BEE Ce CPL CH TER") 


yes (] NO. 


ote has been signed by the attending physician ond completely filled in by 


OR CONTRIBUTING Df CAUSE OF DEATH 


20. ACCIDENT yer o 
{IF EITHER, NOTIFY 


OES wal a acraea at eleieiy Rove Roc! irre) 


icALEXAMINE) [pevealed a fracture of the neck of femur, 


oa 
BE re Fal = the body 


20c. TIME OF INJURY ee 
Hour 0. m. 


20 £3 38 


21. | certify thot | attended the deceased fram. 
alive on Jamuary. 2h». 


20d. INJURY OCCURRED 


While Not while 
jot work [7] of work 


MEDICAL CERTIFICATION: 


the hospital or attending physicion. 


OR: After this cet 


detached for use as the burial: 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


poge 3 should 


~ 
© 
D> 
by 
« 
- 
cS} 
& 
S 
S 
i 
5 
3 
£ 
x 
« 
= 
4 
3 
2 
3 
5 
Fy 
+8 
x 
3 
e 
5 
E 
3 
= 
8 
8 
> 
ry 
3 
s) 
© 
= 
3 
£ 
$ 
Ss 
ba 
£ 
3 
1 
© 
= 
is 
z 
< 
Q 
a 
4 
=x 
= 
e 
z 
roy 
z 
E 
< 
oc 
fe} 


PHYSICIAN'S 
NAME (Type) 


Zo. BURIAL. CREMATION, | 22b. DATE THEREOF 
REMOVAL (Specify 


23. FNAL paeqor Ss SIGNATURE 


may be retaing 


Oakwood 
ADDRESS 


< TO HOSPITAL 
TO FUNERAL DI 


gs 


ee 
Boe. PLACE OF INJURY (Home, form, 1 20. (City or town) 
foctory, street, office bldg., 


hospital ward. 
Sm 26 =, 19.55, to. 


p22: ond that death occurred at 2209. Pm, fram the causes and an the date stated above. 


‘22c, NAME OF CEMETERY OR CREMATORY 


2eme 


ti Silver Spring, Md. 


(County) (Stote) 


“Sykesville, Mi. ( Carroll 6-ty 


1- 24.= 19.29. thot | lost saw the deceased 


ADDRESS (Street. city or town, stote) DATE SIGNED 


Tid. LOCATION (City, town, or county) 


‘24a. REC'D BY EGUTAAR | 26. RECSTIAN'S SIGNATURE 
paitiN 2 7 '59 « pc " 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 t} 6 4 4 3) 
456 CERTIFICATE OF DEATH cad 


a 


> = 
3 53 1 are ha DEATH 2. Meo: RESIDENCE (Where deceosed lived. If institution: Residence before admission} 
fg 2 COUNTY Garroll marviano || ° S47 Maryland ». COUNTY Howard, 
Bo) 3 b. eyes welds (lf “aheced Boe limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest own) 
5 ond give nearest ow 
5 Sykesville 6yrshmths 9dy: MtAiry 13x 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
3 OR INSTITUTION Rt.#3,Mt Airy re OO 
Ly of je fa C a YES" NO. 
aoe pring? dq ALe Kospita 
eee weed Pind 
3 6 3. NAME OF First Middle low 4 Date Month Day Yeor 
ae (Type or print) William (Willie) M, Burdette DEATH 1 - he 1959 
ae 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED JR] | 8. DATE OF BIRTH 9. AGE, ln years ia TYEAR]IF UNDER 24 HRS 
a 3 H 
Sy Male White wipoweo (J owvorceo] | 7=1=1896 & 7) | Months] Bays | Hours [Min 
$3 
€ 2 9 100. USUAL OCCUPATION (Gi ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Soe a_furing mast of working li an if retired) 
zee Farmer Maryland U.S.A, 
° oy 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Cae 
a | George Burdette Violette Mullinax 
3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
4 {Yer 90 oF unknown) if ye, give wor oF dates of service) 
; yes swobid Wari) 578-44-11 A Hospital records 
8 1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b}, ond (¢) ] INTERVAL BETWEEN 
. PART |. DEATH WAS CAUSED BY: ‘day 4 
§ , PART DEATH was caustoly Gastro=Intestinal Hemorrhage 3 
0 —* 
- DUE TO 
Eden RPSTAtits " Malignancy of the gastro-intestinal tract months 


couse {0}, stoting the under- ( OVE TO 


lying couse lost. to 
Paar il. ER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAI DISEASE CONDITION GIVEN IN PART Mo}] 1%. WAS AUTOPSY 
CoBeS uw: cerebral arteriosclerosis with psychotic reactions. VSL) NOY 


20a. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


gove rise to immediote | 


z 
g 
2 
$ 
= 
& 
fe 
Vv 
z 
fe 
8 
= 


2c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City of town} (County) (Stote) 
Hour 0, m. While Not while foctory, street, affice bidg.. etc.) | 
p.m, 19 lat work [} ot work (J ‘ 


elbe 69 that | last saw the deceased 


=™, from the causes and an the date stated above, 
/ ADDRESS (Street. city or town, stote} DATE SIGNED 


21. | certify that | attended the deceased from..__March 7 ___ 
alive on Jan 


OR: After this certificate has been signed by the ottending phys 


detached far use os the burial-transit permit. 
the registrar prior ta burial, cremation, ar remaval, and in any event within 72 


ag 
tdsidhtn HE 
vuscaws Kgustin del Campo.M.D. 


NAME (Type), ' 
Ro. Lee emery ‘Wb. DATE Tc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town. of county) (Stote) 
AU dopecify) 
Burial Jan. Montgomery Meth. Clagettsville, Md. 
23. Fi IRECTO! ADDRESS 2do, REC'D BY REGISTRAR ‘24b, REGISTRARS SIGNATURE 
S AUS (4) { y 
5M 9/55, ‘~ 


4 


moy be retained Joy the hospital or attending physicion. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 hours offer death’ Page 4 
page 3 should 


TO FUNERAL Di 


ak 


amascus, Md, 


OATERR BY fa i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1Aay 
457 CERTIFICATE OF DEATH VO4a4 


Reg. Dist. No. 


ag 


sé 
3 5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutions Residence before admission) 
oo a. R ° b. COUNTY 
g2 MARYLAND Maryland 
Be b. CITY OR TOWN If ovtide corpor ¢. LENGTH OF STAY IN Ib <. CITY OR TOWN (if autiide corporote timits, write RURAL ond give nearest town) J 
s Al gi 
§ 2 f f 
Pe P yr .2mo.26dayp Baltimore 18 BY! 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS tS RESIDENCE 
/ _ OR INSTITUTION pan FARM? 
pfie ate spita Tichester Ave. aE] oe 
eo aa = as 
c) . First Middl. 4. DATE Ye 
& oe irs iddle Lost 5 Month Doy ear 
3 {Type or print) DEATH = Ja nua: 27 19 59 
& 5. SEX 6. COLOR OR RACE |7. MARRIED Bi] NEVER MARRIED [J | 8. OATE OF eIRTH 9. AGE (In yeors 


lost birthday} 


IF UNDER 1 YEAR] IF UNDER 24 HRS, 
Menths| Days | Hours] Min. 


21. | certify that | attended the deceased from.__Mareh_7_____. , 1958_, to. 
ee 


.. and that death occurred at.2%45_ FM, from the causes and an the date stated above. 


alive on_ January 27. 


ADORESS (Street, city or town, state) DATE SIGNED 


= 
2 
a 
oO 
2 
> 
s 
Ste Male Shite wiboweD [] oivorceo [J re 
€ a 100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8g 3 during most of working life, even if retired) Yell Cab ¢ t Ma U.S.A 
Be) eta aw Fa to} Hagers own 
Bev hee etal Worke e + eee 
LS 3 S 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
irs 
ae 3 cous Varxaex Wilhelmina Kammerer 
Bo8 15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
£22 
a & (res, no. or unkromgy @ | IIF yen, give wor or date of rermice) 
as Deen cers 213-05-7856| Springfield Hospital Records 
BS SS 
23 A 18. CAUSE OF DEATH [Enter only one couse per line far (0), (b). ond (c).} INTERVAL BETWEEN 
faz PART |. DEATH WAS CAUSED BY: 
aes IMMEDIATE CAUSE (0! d se _years 
ES : of DUE TO 
Be> Conditions, if ony, which rosis years 
Zea gove rite to immediote 
Sas couse (0), stoting the under. ( OVE TO 
eine lying couse lost. to) 
Se 25 ———— = 
23 6 © Zz Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. WAS AUTOPSY 
RES Q I PERFORMED? 
ee oe e 
age g Sterebeal arteriosclerosis, psychotic reaction, Bronchopneumonia ves] NO 
eyes = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
a eae & | OR CONTRIBUTING [] CAUSE OF DEATH 
ees & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
. aes oe 
= Orr 
3566 G [20c. TIME OF INJURY Month, oy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or tawn) {Caunty) (Slate} 
5.295 S Hove ete While Not while factary, street, office bidg., etc.) | 
3i 2 & g p.m. wv jat work (J ot work [] H 
ekg 
Set 
SVs 
<22 
a&o8 
232 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


a 

8 

te 

= 

Bon wo. .. Springfield 

£62 

So 8 PHYSICIAN'S 

see NAME (Tyee) Aoustin del Cam M.D _-Sykesville, Maryla 

B8° 9 To. BURIAL, ee 7b. DATE THEREOF ‘Tc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 

. Vv AI x 
ba Be pURTAL” | 1-31-59 New Cathedral Cemeter, Baltimore 
2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Zac. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

YS AIS 1a) 9 William Cook, Inc., 1217 St.Paul Street oate JAN 3 0 '59 Cah dB, Faaet 


fe 
2s 85 
3 8 
- ss" 
; CE 
ip 
7. 25 
= 
3 
ie 
a ct 
2 £6 
2 8S 
= oO 
g 25 
= 2e 
; s 
ry 
3 a 
s t 
o a 
3 8 
M 
e 2 
ry ° 
2 c 
2 § 
BS 
= a 
oe 
zd 
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= 
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= 


The law requires 
icion, 
After this certificate has been signed by the oftend: 


the hospitol or ottending phys 


‘OR: 


detoched for use os the buriol-tronsit permit. Then please remove carbon popers. 


had 


page 3 should 
the registror prior ta buriol, cremotion, or removol, ond in any event within 72 hours ofter death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be retoin: 


TO FUNERAL 0 


VS ANS (4) 
15M 9/55 


AS 


3. 


[se 


bey 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 4 4 8 
458 CERTIFICATE OF DEATH Satta’ 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
. STATE b. COUNTY 
Maryland ontgome v 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


PLACE OF Death 


ge a MARYLAND 


RURAL ond give nearest town) 


=] Ch a e. @! a 4 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
prinefield State Hospital yes 1) No 
wane rg ‘ First Middle lost 4. pare Month Doy Yeor 
(Type or print) arence Pa Butcher oe il i 1959 + 
SEX 6 COLOR OR RACE |7. MaRRIEGRL] NEVER MARRIED ["] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER} YEAR] IF UNDER 24 HRS. 


lojt brethdoy) 
apron 


Mele White wioowep [) Divorced) | 12 hi/ 05 


10, USUAL OCCUPATION ‘ind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working | n if retired} 
bricklayer === Maryland U 


13. 


FATHER'S NAME 


David Butcher 


14. MOTHER'S MAIDEN NAME 


Clara May Dunn 


fis WAS pL nel sal US pee bri a 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fax no. of unknown) {It yes, give wor or dotes of 1ervice) 
Os 477-— 0fn02968 | Record: Springfield State Hospital. 


z 
Q 
< 
Vv 
iva 
—- 
Fr 
c 
= 
y 
o 
g 
= 


18, CAUSE OF DEATH [Enter only one couse per line for (o}. (b). ond (c)] 

PART t. DEATH WAS CAUSED BY; . : 
__-_, IMMEDIATE CAUSE (o.__Bilateral Broncho Pneumonia 

K DUE TO 

Conditions, if ony, which fn 


gove rite 10 immediote 
couse (a), slating the under ( OVE TO 


roe Resting Huntiingtonts Chorea 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/ 19. Ne 


yes] no—D 


INTERVAL BETWEEN 
ONSET AND DEATH 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING O CAUSE OF DEATH 
QF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, 1 20f. {City or town) (County) (State) 
Houe a.m. While. Not! while factary, street, affice bldg., etc.) | 
p.m, 19 lol work [] ot work] ' 


21. | certify that | attended the deceased fram 4 IF ithat | last saw the deceased 


alive on__. - ------M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) , DATE SIGNED 

See Mf es, 

¢ 


PHYSICIAN'S /) fae f oA A 
Nae (type) (oO. vst del. Campo, 


‘To. BURIAL, CREMATION, | 22b. DATE THEREOF | Uc. NAME OF CEMETERY OR CREMATOI 72d, LOCATION (City, town, or county) , {Stote) 


R ‘Specit ‘WA C 
Mitel leer 20) S07 |. rot Gun Eves ey 2, eS 


~ ADDRESS 240. REC'D BY REGISTRAR | 24b, FEGISTRARS. SIGNATURE 


ULAR 26 's9 then 2 ¢ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs ofter death. Page 4 


ri 


endl 


the haspi 


may be retained 


a 
> 


ero! director, 


After this certificate has been signed by the ottending physicion and completely filled in by 


hed for use os the buriol-transit permit. 


TO FUNERAL Ol 


4 


* 


the registror prior ta buriol, cremotian, or removal, ond in any event within 72 hours of 


Sa 
Bs 


uid be filed with 


Pages | ond 2 


Then please remove corbon paps 


page 3 should 


fter death, 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 4 4 a) 
459 CERTIFICATE OF DEATH 


. Reg. Dist. No. 
ry Mw raat tall me ee eroence (Where deceased lived. If institution: Residence before admission) 
o. 0. 5) b. COUNTY 
wv Carroll eee Maryland Carroll 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


XFinksburg R-D. 


b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN Ib 
RURAL ond ne neorest we 
Ei nk Phyears 


|. NAME OF recut an not in rey give streat oddress) d. STREET ADDRESS e. IS RESIDENCE 
o oR INSTITUTION “K ON A FARM? 
Sandymount dymoun ves (J NOM] 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 
DECEASED : 7 OF 
(Type or print) Guy Winfield Caple brat = January 22 1959 


5. SEX 6. COLOR OR RACE |7. MARRIED [9 NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
‘ lost bisthdoy) Min 
Male White WIDOWED [} pivorceo [] Oct. 6, 1884 hy ye. Ez 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Rye most of working life, even if retired) 
i sale g Sa wan Se eniployed andymount, Ca.Co.,Md U.S.A. 
73. FATHER'S NAME . 14, MOTHER'S MAIDEN NAME 
Lewis Winfield Caple Alice Taylor 
‘te, G xe 
{¥es, no, or unknown) {IF yes, give war or ete of service) 
Te I 212- 4O- 2068 irs. Guy W. Caple Finksburg, R.D., Md. 
18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b}. ond (¢)-] INTERVAL BETWEEN 
ID DEATH 
FOE EAT EDITS CAUSE fo Coronary Thrombosis 1 yp 
; DUE TO 
Conditions, if ony, which (o) 
gove rise to immediote 
cote (0), stoting the under: ( OVE TO 
lying couse lost. te 
3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} | 39. ee PonbEe, 
s none 15 5 No 
© [200 ACCIDENT WAS_UNDERLYING C1] 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port [or Port Il of item 1B.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
G | (UF EITHER, NOTIFY MEDICAL EXAWHRER bp none 
& [20 TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, {20F. (City or town) (County) (Stote) 
5 Hour a.m. While Not while foctory, street, office bldg., etc.) 
3 p.m. none ! lot work [] ot work [NGNE H 
21. | certify that | attended the deceased from. 45-45, 19___, ta__La22—59__, 19.___.thot | lost saw the deceased 
alive an____1=2 . and that death accurred at_L..__P.M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 
SIGNATURI MD. . ee, Hanover Ra ees be tn ee ee 
/ PHYSICIAN'S 
NAME (Tyee)__D, D, Caples, M, D Reisterstown, Md, 


Zo. BURIAL CREMATION, | 2b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} (Stote) 
REMOVAL (Specify) . 
Buria an 959 Sandymoun emete Finksburg, R.D. Maryland 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da, REC'D BY REGISTRAR 2b, REGISTRAR'S. ge ag 
eg 4 5 6 '59 han § Metal 
3 Z ._Westminster, MarylandoadAN 2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


00450 


e poe, OF STAY IN Ib 


P ane Reg. Dist. No. 
3: T. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before odmission) 
8 ga ip hl MARYLAND Ze 
ac) Lf os 
3 
5 


3. ED Ae b. COUNTY , Z 
x CITY OR TOWN (|f/outside corporote limits, write RURAL ond give-nearest town) 
Bie dsdelitacteie Les. Se 
@. STREET ADDRESS © 1s RESIDENCE 
"Eh tae Cage Used Zo YES ait na at 
3. NAME OF 4. DATE Month Year 
MES. paint. cuz Ey aa a 
5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [J |8- DATE OF BIRTH , 
Lb ipa, VG wipowep £}~ _—rvivorced [] Al A ZD. Lfof 
reign count 


SSUAL OCCUPATION (Give kind of work ae! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPI 22. Wf, or 


ie: 


Poges 1 and 2 


12. CITIZEN OF WHAT COUNTRY? 


ADDRESS (Street, city or town, stote) ! DATE SIGNED 


¢ 


pSraNS i 


moy be retoined 


Bs 
3 
cS 
3 
= 
3 
Le 
as 
ae 9 
8 Hee ‘du oe ef eae life, even jf retired} 3 a: 
zee “sd Cy Zeal : 
6 3 3 I died el csp ll 4, BODIE SIMA NAME < 
e5 4 3 
2 ese 
Boe L £F22I8 LLU, Ag jew g 
22s Y. 16. SOCIAL SECURITY NO, |17. INFOR ee NT ‘Address 
a 
© = 
aN V1 Lil tes wa Ute. Leto tated Ft be. 
fe 
zs 1B. CAUSE OF DEATH [Enter only one come per ling fer (0), (b). on@\(cl-] 4 INTERVAL BETWEEN 
fay PART |. DEATH WAS CAUSED BY: } ) =e 9 y \ ON 
ose IMMEDIATE CAUSE (0) 4 A AA QFN & AN DAT OC SAARI RHA Kae amy: 
‘? B AS 
see 4+- DUE TO RA (] “. 
= 
fa> Conditions, if any, which é. 
Bes gave rise 10 immediate oo 
sas cate (a), stating the under, ( OVE TO 
gee lying couse last. el 
2ee 
wiste 3 Parr Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TQ THE TERMIMAL DISEASE CONDITIONS N WNeay (0}]19. WAS AUTOPSY 
ZRE<S i} \ * () ’ G PERFORMED? 
= ale 
S328 § MAAK INMA OB DA DALAAL B 204 A FA eels No he 
PURs & | 200. ACCIDENT WAG\UNDERLYING [7 | 2Qb) DESCRIBE(HOW INJURY OCCURRED. (Eifyr Aeture of injuryAfirort Tor PorPh offre TE 
= 2 & | OR CONTRIBUTING SSACAUSE OF DEATH Na \ 
‘Silos = & 
Bea G | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Hews z Tarra 
6535 & |20c. TIME OF INSURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ai 120. (City oF town} (County) (tote) 
28 fat Hour 9. m. While Not while foctory, street, office bidg., etc. 
sits 3 p.m. W fat work {7} at work Z 
page tS ” — 
Rees. 21. I certify that | attended the deceased fram, ¥ Ven Call , to Dene LY, 1.0 Pi that | last saw the deceased 
gs B35 
2 2 é 
2e s 3 alive an_J Bes a] 15. and that death accurred 30 FM, fram the causes dnd an the date stated abave. 
32 
mS 
pa 
3. 
oo 
es 
ob 
- 
at 


mi¥.8 M\ 
22a. BURIAL, CREMATION, 0. DATE THEREOF] 7c NAA Re. AME OF CEMET OF CEMETERY OR CR OR CR pa Z| ee LOCATION xe, town, or county} {Stote’ 
ae (Specify) . 
Mee tol [bite Nid or 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter deoth. Poge 4 


TO FUNERAL DI 


w. ss - Ps ob ‘ADDRESS, Ztg_| BY ae 24b. REGISTRAR'S SIGNATURE 
VS AIS (4) , 4 re 
iano Cen 1 TAK. DATE “JAN 2.8 '59 thon £ Fansae 


al 


a 


ee 


ineral directar, 
guid be filed with 


re 


icate has been signed by the ottending physician ond completely filled in by 
Pages } and 


Then please remove carbon papers. 


the haspital or attending physicion. 


OR: After this cer 
detached far use os the burial-tronsit permit. 


the registrar prior ta buriol, cremation, of removal, ond in ony event within 72 hours ofter death. 


4 


may be retoined 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 
page 3 should 


TO FUNERAL 0: 


VS AtS (4) 
15M 9/55, 


Se 


- 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 () 4 By) { 
462 CERTIFICATE OF DEATH 


Reg. Dist. No. 
‘a AC CE iE unas RESIDENCE (Where deceased lived. If institution: Residence belore odmissiog 
a. IN e. yb. COUNTY 
MARYLAND l f 
GV k fiteg Ct’ 


b. CITY OR TOWN (if eviaee corporote limits, write | ¢. LENGTH OF STAY IN Ib 


is ; c. CITY OR TOWN {It foutside carparote limits, write RURAL and give nearest tawn! 
ive nearest town! 
NC oe Soe, SOTta |X “SV tS a 


iE OF bat ‘AL Lit not in hospitol, give sah ac na ROE | d. STREET ADDRESS 5 RESIDENCE 


aN 
QR INSTITU ON A FARM?, 
yes ([] NO 


ROLF [LA Sf = 
3. NAME OF First Middle Lost 4. DATE  Yeor 
(Type or print) ALY oO Z 7s a DEL V WE. /\ anid 
5. SER 6. COLOR OR RACE |7. 8. DATE OF ft $. AGE (In yeors k ¥ 
2 MARRIED] NEVER MARRIED [[] AG ier? anes — 


fle a: ef, te |wiowen pX ovorceo | Mo oY — IS] _ 


100. USUAL OCCUPATION (Give kind af work done] 10b, KIND OF BUSINESS OR INDUS{RY 11. BIRTHPLACE {Siete of igreign county) 
sifig most of working life, even if retired) 


fa ho" Gt Tee rg Vcd 


FATHER'S: NAME F . 14 MOTHER'S MAIDEN NAME 


¢ 6 oo nn! ee 
WAS DECEASED EVER IN U. S. ARM 


i ¢ ; ARMED f 16. SOCAL SECURITY NO. lw INFORMANT ‘Address. 
a1, 80. Gj) ql es // F yn) i) &) Ut Vp 
Zo __|) Lurets, Wleuueleeley 
y ie Hite DEATH a ‘only one coute per line for {0}, {b). ond (<).} / ‘ = INTERVAL BETWEEN 
we: ee (ee ONSET AND DEATH 


PART !, DEATH WAS CAUSED BY: a 


4: IMMEDIATE CAUSE de bet at eee 
Conditions, if ony, which / [- = ae. 


gove ri ta immediote 
couse (a), stating the under. ( UE v0 A Sonne LA 4 5 / 
lying couse lost. «) LU 

Pant II, OTHER SIGNIFICANT CONDITIONS: IBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 


PERFORMED? 
yes] NO 

200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 
OR CONTRIBUTING CO) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home. form, 1 20F. (City of town) (County) (Stote) 

reve. atek While Net stile loctary, street, office bldg., etc.) ! 

p.m. 19 Jot work (J at work H 
5 


leh shay that | attended the deceased from. ) 1959 ~L.that | last saw the deceased 
olive an Sper Bi/i) ene Le ae ond’ that death occurred at.:2 4M, from the causes and on the date stated abave. 


ADDRESS (Street, city ar town, stote) DATE SIGNCD 
ACTUAL Soa 
SIGNATURI MD... 


PHYSICIAN'S : Ala 


No. /i9 a ee “i Mb. DATE THEREOF VWtee oF CEMETERY OR CREMATOI! Td, Pea. (City. cote or ae (Stote) 
=/9S ye ee cake €) FE 


2 INERAL ey Weds 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ee Be! c Me Lecce Md oaTE JAN 9 ‘59 Ont Hash 


12. CITIZEN OF WHAT COUNTRY? 


WS AL 


MEDICAL CERTIFICATION 


i MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (} (0 4 5 9 
, J 
MM 462 CERTIFICATE OF DEATH sere te 


—~ “d). PLACE OF DeaTH 
pACOUNR ig L Q tale MARYLAND 
b. CITY OR TOWN (IF outside corporote limits, write | ¢. we STAY IN 1b 
har he give Uh “eee 


Seal 


b. COUNTY 


a asta oS lived. If institution: Residence before odmission) 
9. STA’ 


erol director, 
be filed with 


c. CEY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn} 


Ral elt We 
d. STREET ADDRESS e. IS RESIDENCE 
lez ist £99 ors ro) NOC) 


ons HOSPITAL it not in hospital, give street = 
STITUTION 


aftes death: Page 4 


oat 
Nn 


OR: After this certificate has been signed by the ottending physicion ond completely filled in by 


letached far use os the buriol-tronsit permit. 


and 2 


2 ae ¢ First 4. ere Month Day Yeor 
a (typearmnnl) Ooo Fh e y (ia - DEATH { \P 19 ers 
2 3. SEX 6. COLOR OR RACE |7. MARRIED _] NEVER MARRIED [AJ | 8. DATE OF nog 9. AGE In yeor IF UNDER 1 YEAR|IF UNDER 24 HRS 
- = — y) Manth: Do: H Min. 
\ wivowen [J DivoRceD [} | 3) lite el i | ps 
Wo. USUAL OCCUPATION (Give kind of wark done} 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign equntgy) 12, CITIZEN OF WHAT COUNTRY? 
ing mast of teas life. oP n if retired) 
CUuUWLW 


"S NAME THE C a 
Stehu cad pet VER fo Wi wdecl ip 


15. WAS DECEASED EVER IN U. S. ARMED FORWES? |16. SOCIAL SECURITY NO. 


Tyas. no. oF unknown) | AUF yes, gyve war or doles of service) Ng Tor) J ; es Cor oA dee 


1B. CAUSE OF DEATH [Enter only one cause u fine for (a), (0), ond {c)-] : INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: oA, ue on tere 
:y IMMEDIATE CAUSE (0) o Car at oh 


Then please remove carbon papers 


“YU , DUE TO 
Conditions, if any, which in ae Ov ae \ ae U2 at Ou 


gove rise to immediate 
cause {0}, stoting the under. | DUE TO 


We |g kore lua DAIL WIL 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH @UT NOT RELATED TO THE TERMUNAL DISEASE CONDITION GIVEN IN PART 1(0}/19. eerste 
MED’ 


yes ([} NOR 


20. ACCIDENT WAS_UNDERLYING 0) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port t or Port Il af item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EXTHER, NOTIFY MEDICAL EXAMINER) 


2c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, orn 120 {City or town) {County) Grote) 
Hour 9. m. While Not while foctory. street, affice bldg... etc 
p.m. jot work [7] ot work [7] uA 


MEDICAL CERTIFICATION 


21.1 certify that [ we the dececreecs fram.____ l¢ — pipet ite 194! & "es A eel 2 F that | fast saw the deceased 
=, We Usa) , and fcr death occurred ot A= (oe _AM, from the causes and on the date stated abave. 


, cremation, or remaval, ond in any event within 72 hours ofter death. 


the hospital or ottending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow requires thot the death certificate be executed within 24 haurs 


= alive on__. cam 
5 ie ADDRESS (Street, city or town, state) DATE SIGNED 
S 5 seUAtne Ra len lt fm MO, .. 
a 
®u2s PHYSICIAN'S 
7 < 2£°e NAME (Typ) Rita Se Glahn, K. De ; 
a5 best 
BYo'D 720. BURIAL. CREMATION, | 22b. PATE THEREOF 7]c_NAME OF CEMETERY OR CREMATORY 72d. [ORATION (City. town, or count State) 
>5 gf ‘MOVAL (Spesity i j70 1G 2B 4 S'S : 
ea ke the MLCT O Co Zo? fi, 
- INERAL DIRECTOR'S SIGNATURE ADDRESS ‘da. REC'D BY REGISTRAR ‘2ab. REGISTRAR’ Ss. A 
VS A15 (4) V7 * “ Cotng 4, Maeus- 
15m 10/57 | ML f £06 ong £1 59 


1 


Then pleose remave corbon papers. Pages 1 and 


, cremation, of removal, and in ony event within 72 Pe reer: 


-transit permit. 


TOR: After this certificate has been signed by the attending physicion and completely filled in b 


” 


Page 3 shaul 


y the haspital or attending physician. 


detached far use os the burial 


a 
2 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


the registrar pri 


~< TO HOSPITAL O} 
TO FUNERAL 


a 
e 
2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 yy grea 
00453 
445 CERTIFICATE OF DEATH 


Reg. Dist. No. 
WF a7 e 2 bapa RESIDENCE (Where deceased lived. If institution: Residence before admission) 
G By MARYLAND y b. COUNTY 
4 o: my Lele 
Br aOR re ee corpordte limits, write | c. LENGTH OF STAY IN 1b 
‘URALand give neorest seat 


SAFE : 


d. NAME ‘OF HOSPITAL (IP not in fovpital, give street oddress) 
‘OR INSTITUTION 


STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 


yes] No 
_ Ye 
DECEASED Month Day ear 


"OF 4 ‘ 
{Type or print) veate = UL bE LS 9p SH 


LZREL 
pe $ COLOR OR RACE |7. MARRIED EPNevER wane 8 Se OF BIRTH Ps lin yeors [IF UNDEpA YEAR]IF UNDER 76 YS. 
os vrinion 
“gl wow ee igo VES feet ml 


Too. USUAL “OCCUPATION ee Lind of work done]10b, KIND OF BUSINESS OF 2Ubs 2 11, BIRTHPACE at 0 12. CITIZEN OF WHAT COUNTRY? 
ee most of hae life, even if retired ; 
BE ¥ NE 4 


PZ 


Byer corporote limits, write RURAL ond give nearest town) 
iy 
| ALEALAELA le 


Fiegesad lLbleyin I pte Ay £\A , 
A 114. MOTHER'S MAIDEN NAME 
I 4 
LLL AAPM EB 


fy 


RSS Serna 
PART 1. DEATH WAS CAUSED BY: o 
IMMEDIATE CAUSE (0} 9 hd Files Heed 


my ' DUE TO 


Conditions, if any, which 7 
gove rise to immediate 

cose (0), stoting the under- (| PUETO S 06 
lying couse lost. J <4 


Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DI VASE CONDITION GIVEN IN PART Ilo} } 19. wee ITOPSY 


RFORMED?, 
6S O neq] 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
‘OR CONTRIBUTING LD) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) {Stote) 
Hour 0. m. While sgt factory, street, office bldg., ete.) 1 
p.m. lot work [[] at AY 


Ai ao m5 19. SH of, (fe... 192) 7, that | last saw the deceased 
[7 
A 


MEDICAL CERTIFICATION 


‘and that death accurred AF M, from the causes and an the date stated above. 


[220. BURIAL, CREMATIO as én, ieee DATE THEREOF Tc, NAME OF CEMETERY QR CREMATORY a ae (City, town, or county). Stote) 
ify) 2 
Dir 4-24 AN 4u4 A CULLGNL ltd, ike : 


ss BUNERAL 3 SIG Lact DDRESS dg Fac BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
pM Pcl Ms = Da - Date ED Onthen £ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00454 
6° CERTIFICATE OF DEATH Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceaied lived. If institution: Residence before odmistion) 
©. COUNTY, 0. STATE b. COUNTY 


Carroll gisele Maryland Cit: 


b. CITY OR TOWN {IF outside corporote limits, write | ¢, LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


MS 


J, PLACE OF DEATH 


neral director, 
filed with 
= 
— 


gove rise to immediote 
cause (0}, stoting the under- 
lying couse lost, 


DUE TO 


‘ansit permit. 


ine Parr IL py VA Bia amioe AINE 19 pape BUT ‘Bo EAA TED TOTHE TERN ig SPBWONG ore Ju PART Tfo)[19. Was AUTOESY 
for sy p yes(] noX] 


20a, ACCIDENT nd is. oO 20b. DESCRIBE ‘HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY  Manth, 
Hour a.m. 


Se 
Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home. form, | 20f. (City or tawn) {County) (State) 
While Not while foctory, street, office bldg., =) 


lot work [] of work 


RAL ond give neorest town) - 
ca ee = : ; 
Ee y ayh nore 2 mi(Baltimore 2 (-& 
2 = de Ot srrUtON {If nat in hospitol, give street oddress) d. STREET ADDRESS e pede Ce 
ARS ield State Hospital 859 Mc Aleer Court ves) NOX] 
£ 3. NAME OF Fi q 5 7% 
ed fa DECEASED. ist Middle lost 4 cee Month Day Yeor 
25 Fiype or prin Amelia Ellinghaus | em 1 1 19.59 
>8 5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [-] | &. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR|IF UNDER 24 HRS. 
° lost birthdoy) [Manths| Days | Hours] Min. 
Cae Female White  |wiooweo Divorced [] 9-18=1880 ig yes. 
€ a Oa. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
8 bi during most of working life, even if retired) 
Re g Maryland U,S A 
9 3 oo 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
coe 
O° 
oF Ja mes Field Elizabeth Lehman 
E 3 ¥ 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
4 E\ Tras 0: oF Unineer] Mt TT tTe etre chet ot eceien) 
Pe no no &,S, Hospital Records _ 
2 18. CAUSE OF DEATH [Enter only one couse per fine far (a). {b), ond (c)-] INTERVAL BETWEEN, 
2a ui 
Be PART. DEATH cbiAttcausr o, Generalized abdominal carcinomatosis ears 
4 . 
££ ro, DUE TO 
5 Conditions, if ony, which 
z 
= 
€ 
$ 
$ 
-) 
a 
°° 
2 
2 
9° 
8 
2 


1 or attending physician. 


MEDICAL CERTIFICA’ 


detached for use as the burial: 
the registrar prior to burial, cremotian, or remavol, ond in ony event within 72 hour 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours ofter death: Page 4 


32 2 21. 1 certify that | attended the deceased fram.____ 10=20= 3 eee , 19.29. that | last saw the deceased 
ais alive an _M, fram the causes and an the date stated abave. 
=6 ADDRESS (Street, city or town, stote) DATE SIGHED 
iam ACTUAL 
3 SIGNATURI 
£a2 { 
233 PHYSICIAN'S 
og28 / | [RAW S eawund Insthaus M.D, Sykesville, Mar ds 
£30 ‘220. BURIAL, CREE ON ‘2b. DATE THEREOF me E ETERY © TOR’ 72d. QC. wi 
Sh ae, ae 
E bb Janu 
2 . FURYE RAL DIRECTOR'S SIGNATOR ‘ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Alsi Hirich Funeral Home 4210 Belair vate JAN 21 '59 Onttun 8 Foran 
‘ 4 
\ 


roel 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 vO4 55 
464. CERTIFICATE OF DEATH 


\ 


Reg. Dist. No. 


$2 
‘: 

3 E Mi |__|}. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. 

U oy 3. fs 3 

sh / Carre: MARYLAND Maryland 

) 3 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote timils, write RURAL ond give nearest town} 

o RURAL ond give nearest town), ert = e, a 4 

So rural--Mt. Airy Life K Rural--Mt. Airy 
€ d. Oettunon et (IE not in hospital, give street oddress) » d. STREET ADDRESS e. PSN 

pai! Gillis Road ves fA} NOC] 

ce 

£6 3. NAME OF First Middl lost 4. DATE Mi ¥ 

ie Be me iddle cease DA j jonth Day a 

23 Gyreeripdch ROBY Ae FLEMING dean Very 1) eK 

>. 7. MARRIED £2] NEVER MARRIED [[] |@. DATE OF BIRTH WAGE nes FUNDER 1 YEAR|IF UNDER 24 Wks. 

© Min. 

: widowed] IvoRCED [] Nov. 21, 1915 5, ys. ooo act rack p 
a Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 during most of working life, even if retired) a ~ a 7 
Farmer Maryland U5. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Otho Augustus Fleming Elsie G,. Gunn 


ie WAS fe cea U. S. ARMED. a 16, SOCIAL SECURITY NO. | 17. INFORMANT 
oh. 0. 0F ve UF yea, give wor or dotes of tervice) & cite cr bs 
no P18-36-303 Mrs. Catherine Fle 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b), and (c).] 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


hy So / 
if of DUE To 
Conditions, if ony, which wy Ceres 


Wentat 
gove rise to imm DUE TO 


Then please remave carbon papers. 


cause (a), stoting the under. 
lying couse last. (¢) 
Part I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Meratete 
(3 


yes] nod] 


200. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part It of item 18.) 
OR CONTRIBUTING DJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Day, Yeor (20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Hour 0. n. While Not while factory. street, office bidg., etc.) 4 
p.m. 19 fat work [J ot work H 


21. | certify that | ottended the deceased from Wecéashe.r, WSS, to, aeenay, 19S Z.thot | lost sow the deceased 


CERTIFICATION: 


|, ¢rematian, ar removal, and in ony event within 72 hours 
MEDICAL 


R: After this certificate has been signed by the attending physician and camp! 


‘detached for use as the burial-transit permit. 


the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after decth: Page 4 


4 . oO 
3 olive on___Yetn 2 1 SF, and thot deoth occurred Ot La ref M, from the couses ond on the dote stated above. 
= ADDRESS (Street, city or town, state) DATE SIGNED 
: sus Cocks 
Pooks sith LAS Cachet _ MD. _. Yat thay La [oe aaah 3 ,A4SF 
£62 o 
S235) 0 /| inrmeuns ow. B. CULWELL 
ans poosena sn pene nese aeons sane nanan eres ane nnn ne enne: 
S3°9R 20. BURIAL, CREMATION, | 2b. DATE THEREOF ‘Ze. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 
F225 REMOVAL-Specify) Te) Seas Ma ae ae n P= fe 7 
ecu DUN el eS Taylorsville Carroll Co, Md. 
e 23. FUNERAL DIRECTOR'S SIGNATURE E pees *< ‘2da, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
x - Waltz Vi elc ¥ ys] 
Walsla C. M. Waltz, Winfield, Md. oare WAN 15 '59 Gortun £ Sass. 


1 i MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 C0 456 
465 CERTIFICATE OF DEATH Ee) 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
0. STATE b. COUNTY tab 


1. PLACE OF DEATH 
. COUNTY 


Carroll MARYLAND 


1A 75 nd 


eral director, 


7 b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b. c. CITY OR TOWN {If autside corporote limits, write RURAL ond give nearest town) 

s RURAL ong give, neagett town) 

0 neytown - Rural nee 

3 laneytown 

et d, NAME OF HOSPITAL {IF not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
= A OR INSTITUTION R 1 ON A FARM? 
BS ura. ves (] No 
ee 
= 6 3. NAME OF First Middl 4. DATE M x 
3 ie’ DECEASED ‘ Ma irs! Ee iddle F ri OF lonth Doy ‘eor 
= 3 (Type or print) Mary or DEATH January ey 19 59 
> 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [' | 8. DATE OF BIRTH 9. Renae IF UNDER 1 YEAR] IF UNDER 24 HRS. 
2 eet Picea Hours | Min. 
2 Female White WIDOWED [7] oworceo(] | Jane 2, 1876 Rowe. 
fa, Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign eauntry) 12. CITIZEN OF WHAT COUNTRY? 
82% durin, ve of working life, even if retired) school teacher Talbott Coe Mde 
Bie’ retired 

fs 13. FATHER'S NAME MOTHER'S MAIDEN NAME 
cm | John T. Ford Hester R. Welby 
= WAS. re IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. |17. INFORMANT Address inte 
fas, no. OF unknown) jit yes. ~ dotes of 14 i 
| ni tae Mrse Helen Osborn 6123 Colburn Aves Indianapolis, 


1B. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), ond (c).] * INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED 8Y: t “id OREO weal 
. IMMEDIATE CAUSE to nage Aa! : 
mi DuE To ¥ 
hat. “Lu 
Conditions, if any, which “2g ye 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO 
lying couse lost. (o. 
Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)]19 WAS AUTOPSY 


The law requires that the death certificate be executed within 24 haurs after death: Page 4 


he hospital ar attending physician. 


yes () No 


200, ACCIDENT WAS UNDERLYING [7 ‘0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
‘OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


Sere ee 

20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, | 20f. (City oF town) (County) (Stotey 
Hour o.m, While Not! while foctory, street, office bldg., ete.) a 
p.m. 9 fot work [7] ot work [7] 1 


21. | certify that | attended the deceased from Jal Wt eed 19.26, to_ : 19.5.7 thot | last saw the deceased 
sue, wees ‘and that death accurred ot Lf FM, fram the causes and on the date stated abave. 


After this certificate has been signed by the attending physician an: 
MEDICAL CERTIFICATION 


page 3 should be “detached for use os the burial-transit permit. Then please remove carbon papers. 


the registrar priar to burial, crematian, ar remavat, ond in any event within 72 hai 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


alive an_ 
€ ‘ ‘of town, stote) DATE SIGNED 
Ie Vhbetinre 
Bs saute Aarti MM bbbanee uy As | Md 241759 
at ; 
3 PHYSICIAN'S “7 A 
32 ] Nations 2 4A eS f VAM tH S 
B38 o. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (Storey 
52 Bineygiyr'” jJane 28,1959 Olivet St. Michaels, Mde 
° 
‘3 123, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS A15 (4) John 0. Mitchell & Sons Inc. 1900 Eutaw Pl. 2 Bn £ 
15M 10/57 DATE pay £1 °59 un &. Trash 


MARYLAND STATE DERA TMENT OF HEALTH—BALTIMORE 18 a 
1 Tien et Wace 20-59 et . 00457 
Ps RTIFICATE OF DEAT Sa DIONE: 
- “3 -" ay, een alt +: Paste {Where deceased lived. If institution: Residence befare admission) 
£3 Milind Carroll marvano |! Maryland “con” Garrett 152 
6 ro \/ b, CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporate limits, write RURAL and give neares! tawn) al 
33 URAL ond, giye.neares! town} ¢ .- 
50 Sykesvitte 6yrsl10mos Accident l/l K-% 
€ s d. oainser igi (If nat in haspitol, give street address) d. STREET ADDRESS cf pays: 7 
sent spring! fe1d state Hospital 132 ves fj NOT 
5 3. Nate: or First Middle Lost 4. DATE Month Day Yeor 
3 (ypearpiey Clarence Henry Foy DEATH Jan. ill 19959 
eo 5. SEX 6. COLOR OR RACE |7. MARRIED RK] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
a lost birthdoy) Min. 
male white wioowen[] —_ovorcto} | Jan 13, 78 yrs. 
- 10a. USUAL OCCUPATION (Gin af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (State or fareign country) 12, CITIZEN OF WHAT COUNTRY? 
= ‘Sepgren ‘af warking li if retired) 
8 ermer Maryland U.SeAs 


13. FATHER'S NAME 


John Foy 


3 
= 


14. MOTHER'S MAIDEN NAME 


Martha Bulter 


15. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. 
seirecee aapeestl” Ft Pods st or detour) 
unknown unknown unknown 


17. INFORMANT 


Records of Springfield State Hospital 


Address 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), ond (c)-] 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o}_ 


Cerebral Hemorrhage 


INTERVAL BETWEEN 
he AND DEATH 


Then please remove carbon papers. 


e / DUE TO 


ee 


tai diate 
gove rise ta immedia borte 


cause (0), stoting the under- 
lying couse lost. 


(c) 


one oa » Arteriosclerotic Cardiovascular Disease 


OUTULOHEBSBAIANT HOOT GasOmner o Algds Oe Aes dr eevtet lo THORS GAMO EASHIGNOITIQDEIVEN IN PART 1(0)|19. WAS AUTOPSY 
Metabolism or Nutrition with Senile Brain Disease with 


PERFORMED? 


200. ACCIDENT STE Qa 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | aryPegty ad On, 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Haur 0. m. While Not while 
.m, 19 lot wark [7] ot work (J 


p. 
aud corti het aiteosed the AUB « 
3 


alive on_. 


the hospital or attending physician. 
‘OR: After this certificate has been signed by the attending physician and completely filfed in by; 


detached for use as the burial-transit permit. 
the registrar prior to burial, cremation, or remaval, and in any event within 72 


ACTUAL 
SIGNATURI 


© 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 


dececies fron cee eens 


aes . and that death occurred ot LO 2 mAredththe causes and on the date stated above. 


20e. PLACE OF INJURY (Home, form, |20f. (City or tewn) (County) (Store) 
foctary, street, office bldg., 
e} Q 
2=, ane passe sthat | last saw the deceased 


ar ea ee ; 


ADDRESS (Street, city or town, state) DATE SIGNED 


a) 
G2 / 
2 = PHYSICIAN'S 
$22 Matinen Walter Knopp 
3 3 wy 22a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, tawn, or county) {Stote) 
~>$ REMOVAL (Specify) 2 ek : teattic ¢ r Be Stee 4 
eee urial 14/53 saint Faul's Lutnern |Accicent aryl 
- ns ‘23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Ys alsa Gerald N. Minnich Oakland MarylLanc parJAN 1 6 '59 Cluttun § Mame 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 45 8 
467 CERTIFICATE OF DEATH 


—_ 


r Reg. Dist. No. 

3 ¢ 1, PLACE OF DEATY 2. USUAL RESIDENCE (Where deceosed lived. If intitution: Residence before odmission} 

3 °. » >. COUNTY of 

3 perol/ pe Vyines Leia MA 

oe b. CITY OR TOWN Wr outtide corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If oftride corporote limits, write RURAL ond give nearest town) 

oo RURAL ontt give nearest town y) ; 

s Wb 0d DT fea 
pe . NAME OF HOSPITAL (If not in hospital, give sires! oddren) / d. STREET ADDRESS @. 1S RESIDENCE 
we raf OR INGUTUTI 3 yy 4 p MA li ON A FARM? 
i Attics J pod, Lhe hia 4 ue ‘ 
8 3. NAME OF 2D First iddle lost 4. Date Month Yeor 
~ DECEASED. y = 
; (Type or print) Rett wee he Statn 4 / 2 1S 7 
s 5. SEX 6. COLORAOR RACE | 7. Y E OF na (In yeors [IAYNDER TYEAR]IF UNDER 24 HRS. 
ig yj ror a OE Ven ost, beso Months| Doys | Hours} Min. 

Ou D kf K_ |wivowen [) DIVORCED OV; LISS G, wes 


\y USUAL OC “UPATION {Give 2 of work done) 10b, KIND OF BUSINESS OR bha of 11. prey CE (Stote or foreign ath 12, CITIZEN OF WHAT COUNTRY? 
“os oy of working Wie, every) 


Cah) ed YN att bx aisatc ASH: 


a oa “CLw a 
Dh Mair ian G &, 


WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INI hw jdress 
‘no of unknown} Ot yes, give wgfr or doles of service) bare ft 
a, = 7 heat feos 
18. CAUSE OF DEATH [Enter only one core per li 


and {c).} INTERVAL 1 0 


2 Zs o. y) pet te DEATH 


PART I. Beet WAS CAUSED BY: 
IMMEDIATE CAUSE {o} 


DUE TO 


Conditions, if ony. which r 
gove rise to immediote 

ing the under. (| OVE TO 

lying lost. ) 

Paar Il, OTHER SIGNSFTG ANT CONPITIONS CONTRIBUTING TO DEATH BUT N@T RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “ pas AUTOPSY 


RED? 
p oe re, CL Le Gi AILS ves []_No fa 

20a, ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (fMter noture of injury in Port | or Port N of item 18.) 

OR CONTRIBUTING C] CAUSE OF DEATH ae a! ow 

{IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) {Stote) 

Hour a. m. ile oN Not — factory, street, office bidg., ete.) | eS 
= —— 7 1 — 


21. | certi yjthat I ee deceased eS lf 1a Pm. AL Fo, as een 1% that | last saw the deceased 


alive an_, Fr _, and that death accurred a7 QZ —M, ffam the causes and an the date stated above. 


4) ADDRESS (Sippel, city oF town, stote} DATE SIGNED 
AcTUAS’ Qt LI- é 
SIGNATORE<__ {#5 v7 IA a = MO. oy 


Then please remove carbon papers. 


z 
Q 
= 
< 
mM 
= 
a 
5 
o 
& 
=| 
z 
a 
a 
2 


OR: After this certificate has been signed by the attending physician and completely filled in by; 


tached far use os the burial-ironsit permit. 
jo buriol, cremation, or removal, ond in any event within 72 hours after death. 


y the haspital or attending physician. 


bef 


O HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 haurs after deoth: Page 4 


2 a GES 

248 / PHYS! 

4 z 2 8 f NAME LYZD et 

= ni he fone tf Ih, 

3 ba vi . Ro. Ps sons , ae 1] 22. OKT OKTE THEREOF ‘Wc. NAME ae CEMETERY OR CREMATORY ‘Wd. LOCATION oo town, or county) {Stote} 

~5 &~- pecity| = 

FOR LL LELS< WEA eee, LL FAs SIMO 

- & p ‘ADDRESS Hoda. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATU = 

VS A15 (4) io" f 
wine QL ‘os Li Gd |von JAN 1 9°59 Qnitun £ Fad, 


1 : MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 " At - 
va + 468 CERTIFICATE OF DEATH eee 


i £ = 
a a 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If inltuion: Residence befere admission) 
E23 Resi’ Be r MARYLAND te viand b, COUNTY 
6 ry ( fa i] b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF autside carporote limits, write RURAL ond give nearest town) Vs 
s ee ee ‘ond give nearest town) ; 
ag ae i liyrelun Tdayvs liimore 31, Maryland E / 

A d. NAME OF HOSPITAL (If not in haspitol, give street address) . STREET ADDRESS @. 1g RESIDENCE 

d / Ss OR INSTITUTION ON A FARM? 
re : ; S,. Bond Street ves) Noy 
ce = E TT 
= a 3 bee = ; First Middle (Froehi¥'ich) 4. pare Month Day Yeor 
=8 tee ect) Conrad --- Froelich Starn 2619 
=o 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [5] | 8. DATE OF BIRTH 9. Ror ieee ara VYEAR]IF UNDER 24 HRS. _ 
= janths | Hi Min, 
+ Vale White _|woownt} — oworceo) | 7-27-90 66m. Th hes 
Eg: 100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
8 iy = during most of working life even if retired) 
rad Stationary kngineer Ohl --- Maryland 
Z Bs 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
88% rr “ = 
Ses Charles Froelich Annie Omptée 

813 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17, INFORMANT Address 

\ a Ys, no, oF unknown), Ye (Gv wor or dates of vervice) q 3 3 fj 

hie xxenwn |Yes, WW 1 unknown Records _of Springfield State Hospital 

BE 18. CAUSE OF DEATH [Enter only ane couse per fine far (0), (b}. and (c)-] INTERVAL BETWEEN 

a PART |, DEATH WAS CAUSED BY: d 5 rocardial infarction pas ee 

§ ‘Lan IMMEDIATE CAUSE (e). ma _ c. NLC oc ak CCLO! Ss 

= —<. DuE TO 

Conditions, if ony, which Coron arteriosclerosis Years 
(bh 


gave rise to immediate 
couse (a), stating the ynder- Prato: 
tying couse lost. (3 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}}19- ride) POR 
Schizophrenic reaction, peranoid type. 2) noo 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING EF] CAUSE OF DEATH 


| of ottending physician. 
‘OR: After this certificote hos been signed by the attending phys 


detached for use os the buriol-tronsit permit. 
MEDICAL CERTIFICATION 


to buriol, cremotian, or removal, and in ony event wi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thal the death certificate be executed within 24 haurs offer death: Page 4 


(IF EITHER, NOTIFY MEDICAL EXAMINER) = 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour o.m, While Nesheahile factory, street, office bldg., etc.) | 
p.m. 19 lat wark [] ot work [] H 
$ 21.1 certify that | attended the deceased from.._lugust—..-.- 19-55... to. Jeng2Bo2 22. , 1959_.,that | lost sow the deceased 
4 alive on__ Jan, 28 ---_--4---- WE finn ond that deoth accurred at_§.200__M, from the causes and an the date stated above. 
2 ADDRESS (Street, city ar town, state) DATE SIGNED 
= ‘ 
ACTUAL g spita 
2 SIGNATURI Springfield State Hospital 
SBQ 4 / 
3 : pe 
e228 Manet, Walter Knopp 
3 Bi 2 Ta. SURIAL emnoN Zab. DATE THEREOF ‘We. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or caunty) {State} 
e i 
B22 e Buetst” yeh. 2, 59 | Balto. National Frederick Rd. Md. 
© 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Vs AY5 (4) JOHN J. DUDA 7922 Wise Ave. 22, Md. panFEB 2 59 Citlen £ Kinua 


15M 9/55, 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


t 469 CERTIFICATE OF DEATH H0460 


Reg. Dist. No. 
1 PLACE OF DEATH 2 USUAL RESIDENCE (Where deceosed lived. If inftution: Residence before odmission 
’ Carroll MARYLAND Maryland °° frederick \Vir/), 
, ‘\ b. CITY OR TOWN {If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town) 
\ RURAL ond give neorest town) 
3 M ) kesville 3yrs.Smos.2idays Boonesboro ly 
. : _ | & NAME OF HOSPITAL (If not in hospitol, give street address) od STREET ADDRESS S RESIDENCE 
OR tNSTITUTION ON A FARM? 
i? “Springfield State Hospital None | vs) O_ 
5 3. NAME OF First Middle toast 4. Date Month oy Yeor 
a (ype or print) Iwella Victoria Kefauver Gaver | 9.1, January cE. 1989) 
2 5. SEX 6. COLOR OR RACE 17. MARRIED [] NEVER MARRIED [] |® DATE OF BIRTH 9. AGE (In yeors [IF UNDER TYEAR]IF UNDER 24 HRS. 
= Female White wipowen [2F DivorceD a May 2h, 187) f meal sail 
g 3 1a. sual OCCUPATION (Give kind of work, done 1b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Ste or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
23 - Housewife’ = Indiana U.S.A. 
2 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
8 I Horathia Kefauver Mary C. Glessner 
3 % Ra semen’ cvee iy U.S. ado Reed 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
& Pies ee - Springfield Hospital Records 
g 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (o.] 


PART I. DEAT £D BY: 
“TiuMeDiAtt cause (o.__Bronchopneumonia 


INTERVAL BETWEEN 
ONSET AND DEATH 


Days 


> 


Then pl 


‘OR: After this certificote has been signed by the ottending physician ond completely filled in by, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours after death: Poge 4 


4 
g 
£ 
£ 
a 
= 
5 7T me DUE TO 
ers Conditians, if any, which 
E65 gove rise to immediate a 
gs cause (a), stating the under { OVE TO 
2 lying couse last. ce) 
<6 z 
23 5} co BS": SESS ONE OPP OS LP MERU TING 1 Peels HE HO AE ATERIR BE EEUU ET EEG OL BEEN IN PART 10/19. WAS AuToRSY 
z 8 0 1s psychotic reaction, Fracture,neck of left femur, ves] NO 
2s = Pes TAC CIDE TEM RSRRDSL TG: te | HORDE Sag RET AAI LUICCURNED (eter cle Stsn(ly, rt a Port St ters 18) 
£6 # lGFater Notiry Mevicat examinesy| Siipped on floor and fell, 
3s z 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHome, em 1204. (City or town) (County) {Stote) 
P 3 ¥ *leeaet ey ory. see, alfice bldg., etc. 
B88 alts: PY 8 9F16/ 5B, Net mil fospitet "| Sykesville Carroll Md, 
geo 
Ep eae 21. t certify that | attended the deceased fram. 6/13/55 ,19....., ta TaMUary 75. 19.59 that | lost saw the deceased 
Sed . 
pd 3 5 alive on___January._7, w----, 19D7____, and that death accurred a AM, fram the causes and an the dale stated abave. 
O30 7 ae ADDRESS (Street, city ar town, state) DATE SIGNED 
Fd ACTUAL | oo SR | : zy +> yp, _ Springfield State Hospital 1/7/59 
fG2 6 | Tl 7 ie CO SR 
ez Name(tyes:___Edmund Lusthaus, M.De aoykesville, Maryland 
SE0° 9 720. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Slate 
z2 aS REMOVAL (Specify) R ROR Md 
es * F 944,065 eformed Cemetes fidd letown id. 
i ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


VE Als Middletown, Md. pate JAN 1 2 '59 ‘nkhaot wf Fast 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 4 § { 
70 _ CERTIFICATE OF DEATH —" 


Reg. Dist. No. 


Sz 
Me % 1, PLACE OF DEATH 2 2, USUAL RESIDENCE (Where deceosed lingd. If initution: Ryvidence before admission) 
e b. county // 
= MARYLAND NS 4; ; / 
32 | wz IQ Asg~CLLed ALLA 
Be TY OR TOWN (If autside corporate limits, write |. LENGTH OF STAY IN 1b ©. CITY OR TOWAHE (If outtide corporote limits, write RURAL and give nearest town) 
Go. RURAL ond give neorest town} cs A 
52 Bay Oe NX 
a tix 4 
A FNAME OF HOSPITAL If not in hospital, give treat oddren) d. STREET ADDRESS w. 1S RESIDENCE 
S Ay OR INSTITUTION / es ON A FARM 
ue ves [] NO. 


3. NAME OF First Middle 4. ald Menth Doy Yeor 
Ea OSWALD - Cx KeoRrt | ke fee lo 5 


5. SEX 6. COLOR @R RACE 17, MARRIED [A] NEVER MARRIED [-] | DATE OF BiRT ‘AGE [In years [IF UNDER 1 YEAR] IF UNDER 24 ARS 
mM £ "Tost birthdoy) Doys ll iflevre’ |i itita: 
wipowep [] Divorced [] S OFT SU x. 


1a. USUAL OCCUPATION se kind of work done|?0b. KIND OF BUSINESS OR oe 11, BIRTHPLACE (State or foreign country) V2. CITIZEN OF WHAT COUNTRY? 


Ging most of working life even iF retired) oe. Py 4 _ uk } RS) A 


Pages t ond 


ter death. 


M Jit 
13. FATHER'S AME 14 MOTHER'S MAIDEN NAME 
VI yf A 
’ ay /, ( 
I Leng OG tutor 


phe a BAL 
15. WAS DECEASEDEVER IN U. S. depalne. FORCES? |1¢ SOCIAL SECURITY NO. |17. INFORMANT Address 


peers us i, ae —-~26- op = ns Ctioreld, Goz Leet Yea. ~ See 


18. CAUSE OF DEATH [Enter only one couse per ie far (0), (6). ond A INTERVAL BETWEEN : Y 
PART |, DEATH WAS CAUSED BY: 


hv, f Bi ie DEATH) 
IMMEDIATE CAUSE (0) VN) } 


fers 
x yf DUE TO 


Conditions, if ony, which 
aineal % ae aan 
gore rise to immediote( 6 


couse (a), stoting the under- 
lying cause lost. (c) 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) { 19. ie a 
ves) No Th 


200. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Part I! af item 1B.) 
OR CONTRIBUTING [ CAUSE OF DEATH. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


—— 
20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY IHome, farm, | 20f. (City or town) (County) (Stote) 
Hour a.m. While Not while foctary, street, office bldg., etc.) | 
p.m. 19 Jot wark [1] at work [7] ; H os 
OH 7 


21. I certify that | attended the deceased from 


Then please remave corbon papers. 


-teansit permit. 


MEDICAL CERTIFICATION 


_L.,that | last sow the deceased 


After this certificate has been signed by the attending physicion and completely filled in b 


detached far use as the burial. 
the registror prior to burial, cremation, ar remavol. and in any event within 72 hay; 


y the haspital ar attending physician. 


© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 


“ alive on__2 AY 4M, from the couses ond on the dote stated above. 
° ADDRESS (Street, city or town, state) . DATE ive 
ACTUAL 
Bd SIGNATUR Mie her Eo iota 
c v 
813 PHYSICIAN'S. 
sz2 Kanciyes_MeC.Porterfiela Vs CHampstendh 1/12/59 / 
38 ; 70. Pel 7b. DATE THEREOF Tic. NAME OF CEMETERY OR CRE ‘son 9 (City, town, or capnty) clsigte) 
5. i; : f 
eS & f [3° L759) Te LCL rf LCL¢ b 1D) Uh 
oe SEY, Bao. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Vs ANS (4 
Yea'y7ss) Oe ti LAA |B AN 15 #1 oe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


474 CERTIFICATE OF DEATH 00462 


comet 


ox Reg. Dist, No. 
=, 3 aos nN PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
es i 
& x | Carroll MARYLAND Maryland &. COUNTY Balto, Gity 
coir = Be: b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporole timits, write RURAL and give nearest town) v 
5 £ z RURAL ond give neorest lown) ‘ 
es Sykesville 3 days Baltimore ¥ -& 
é4 — d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
“ i, é 3 INSTITUTION, ON A FARM? 
Springfield State Hospital 3531 Falls Road ves NOK) 
3 planes First Middle lest 4. pare Month Doy Yeor 
(Type or print) Silas McClane Gorsuch orate = Sanuary pi Pe 


Ed 6 COLOR OR RACE |7. MARRIED ([] NEVER MARRIED [] 
Male White |wivowen GR so bivorceo 


Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working tife, even if retired) 


8. DATE OF BIRTH % fe Rate If UNDER 1 YEAR! If UNDER 24 HRS. 
jo: joy] Months! Day H: Min. 
December , 187) By ss. Peal oe 


11. BIRTHPLACE (Stole or foreign country) 42. CITIZEN OF WHAT COUNTRY? 
Maryland U.S.A 


a) 
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Wagon" & = 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Gorsuch Mary - 
1$. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. no. or undnewn) UH yes, give wor oF dates of tervice) 
9 - 832 — Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: B h 4 te lave" 
4 IMMEDIATE CAUSE (o}_ ronchopneumonia ys 
H91¥ DUE TO 
Conditions, if ony, which tb) 


gove rise 10 immediote 
couse (0), stoting the under- DUE TO 
lying couse lost. te 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)]19. WAS AUTOPSY 
Cachexia els Jail 
e yesC] No 


200. ACCIDENT WAS UNDERLYING 2) 20b. DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Port t or Port Hl of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(If EITHER, NOTIFY MEDICAL EXAMINER} 


a 
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2 
2 
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3s 
a 
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o 
8 
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J 
2 
s 
3 
e 
€ 
> 
a 
8 
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nding physician. 


MEDICAL CERTIFICATION 


detached for use as the buriol-transit permit. 


s 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY (Home, ere 1 20f. (City of town) (County) (Stote) 

i Hour 0. m. While Not dite. foctory, street, office bidg., etc.) | 

2 p.m. 19 fot work [J ot work { 

$ 21, | certify that | attended the deceased from January fi, _, 19.59, mg annay. Js... 19.59 that | tast saw the deceased 

3 alive on... January ob en Bes ond that death accurred at! M, fram the causes and an the date stated abave. 

$ : ADDRESS (Street, city or town, stote) DATE SIGNED 
a Albeo, Springfield State Hospital _1/12/89 


mancens Edmund Lusthaus, M.D. _ Sykesville, Maryland 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 2d. TOCATION (City, town, or county} {Stote) 
REMOVAL (Specify} < 
Buria ANeL 959) Ma: Ba mo Maryiand 


REGISTRAR | ab. REGISTRAR'S SIGNATURE 


may be retained fi the haspi 


page 3 shauld 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death? Page 4 
TO FUNERAL 


wa 


ae 
2a 
rng 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 004635 
472 CERTIFICATE OF DEATH pets 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


|. STATE 
Maryland b. COUNTY 


¢. CITY OR TOWN {If oulside corporate limits, write RURAL ond give nearest lawn) 


Baltimore 


d. STREET ADDRESS 


oul 


ge 4 


1, PLACE OF DEATH 


. COUNTY Carroll MARYLAND 


b. CITY OR TOWN [IF outside corporote fimits, write | ¢. LENGTH OF STAY IN Ib 
RURAL and give neores! town! 


ai” “Sykesville [Lyr.9mos.é6da 


d. NAME OF HOSPITAL (If not in hospitot, give street address) 


peral director, 


a, 


e. 1S RESIDENCE 


; . ‘OR INSTITUTION ON A FARM? 
/ Springfield State Hospital 3016 Weaver Avenue ves C] No og 
2 Ld First Middle lost Month Doy Yeor 
(Type oF print) Frieda Margarette GRAAS January 12 1959 


Pages 1 and 2 should be filed with 


5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED oO 8. DATE OF BIRTH 


Female White — |wooweo Pf —oworceogy | 1-7-8) 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 
during mast of working life, even if retired) 


9. AGE (In yeors [IF UNDER TYEAR|IF UNDER 24 HRS 
ae Months! Doys | Hours Min. 
ys. 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


‘—m Housewife Germany _ . |Naturalized - U.S. 
( I i FATHER'S NAME 14. MOTHER'S MAIDEN NAME g 
\ ? = 
* Bade ‘ 2 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. no. oF unknown} {Ut yes, give wor oF dates of service) x 
No | | Hospital Records 


1B. CAUSE OF DEATH [Enter only one coure per line for (a), (b). ond (c).] 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)_ COT" onarg Thrombosis 


* sf DUE TO 


INTERVAL BETWEEN 
INSET AND DEATH 


ew minutes 


Then please remave carbon papers. 


that the death certificate be executed within 24 haurs after death’ Po 
the registrar prior ta burial, cremation, ar remavol, and in any event within 72 haurs after death. 


Condilions, if any, which 

gove rise ta immediate 

cause (a), stoting the under. ( DUE TO 

lying couse last. to 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 


Chronic brain syndrome associated with cerebral arteriosclerosis with | /f{S™t 
PRY CHO ea OD 


200. ACCIDENT WAS_UNDERLYING C1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING D) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20F. (Cily or lown) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 fot work [7] of wark [J H 


quires 


ar attending physician. 
OR: After this certificate has been signed by the attending physicion ond completely filled in by 


MEDICAL CERTIFICATION 


6 

uw) 

¢ 21. | certify that | attended the deceased from,__ j=3= WET, tos Dede oe , 19.59.,thot | lost sow the deceased 
a alive on__. th occurred at_93OQ0P.M, fram the causes and an the date stated above, 
= ADDRESS (Sireet, city or town, state) DATE SIGNED 
y seth no. Springfield. State Hospital 

EVE 


PHYSICIAN'S 
SAME [Type] 
REMO 


Ilse Kamm, M. D. Sykesvill 


page 3 shaulavae' detached far use os the burial-tronsit permit. 


moy be reta 
TO FUNERAL 


— = Seer : 
% CREMATION, | 22b. DATE THEREOF 9) TERY QE CREMATORY Tid. LOCATIOSY City. town, 1) St 
Ser Say ee 
oF LAF ‘ 7 O 
} 2. ‘AL DIRECTOR'S SI Ture 7 DDRESS ; y, 24a. REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 
Vs A15 (4) 4 LETS é 1€ ma Lary JAN 1 459 ih fF 
ismios7 SS | MES MUCRCA DH, DATE 4. Fas 
/ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow re: 


oll 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 Q 4 65 4 
CERTIFICATE OF DEATH hee siiadines . 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
°. INTY 9. STATE 


‘Ou - . _b. COUNTY Ue 
LLAMA we a York. 
b. ciTy FIN (If outside 50 ¢. LENGTH OF STAYIN Tb | ‘OWN (If outtide corpprote limits, write MURAL ond give nearest fawn) 


© ClTY ORT 
es Oh fe 55a SP 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. 1§ RESIDENCE 
OR INSTITUTION ? bs ONA FARM? 
Org Vie Marsinp (Yt YES] NOPE 


1, PLACE OF DEATH 
oils, i 


Note 


eral director, 


n papers. Pages 1 and 2 shauid be filed-with, 
uy 


Vv 


3 NAME OF , Ant, Middle tost 4. DATE Month Doy Year 
(Type oF print) LIZZIE is OF Me - DEATH Sawwary 7S wT SF 
5. SEX aa 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
- ss ; lost birthdoy} Min, 
Ke ROE JL \NIvOWED PS pivorcep 1) PEL, 22 SEEL yes 
a 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 14. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= during most of working life, even if retired) ee 
A elute Yo ty eo ey, SLA PLT ne. 
5 I 13. FATHER'S NAME 14. MOTHER'S MAIGEN NAME j 
rc i vy? nF 
oO 
e 4LOh GE LOC LEK LeSCI A ey ii 
8 1, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17, arenes ‘Address 
E fas, no, of unknown] (if yer, give wor or dates of tervice) é ey V4 a 
2 SO se NONE \lOrs fru C. SIL IE LEG oe S: 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond Ae)-] INTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED BY: Pe Deptt 
5 |. IMMEDIATE CAUSE (o! 
= “Le of DUE TO 


Conditions, if any, which { 
gove rise to immediote 
cave {0}, stoting the under. ( OVE TO 


ca 


lying couse lost. {o) 
Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) | 19. SAS AIRES? 
7 cE 
J —_— a —— * ves (] NO. 


20a. ACCIDENT WAS_UNDERLYING-F} 
OR CONTRIBUTING [) CAUSEOF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) {Stote) 
Hour o.m. he While Not while. foctory, street, office bidg., etc.) § Adi. a Te eS. 
pom. 19 lot work-fpatwork [E}— ' z 


21. | certify/that | attended the deceased fram LidZ Lb, WEB, ol Bauasy £3___, WLZ_ that | lost sow the deceased 
olive on (Mauer yy LA, wi FZ, and thot death accurred ot ZAM, tam the causes and an the date stated abave. 


i Lop y (Street, city oF town, stote) DATE SIGNED 
ACTUAL 2 ‘ D1. a , fe 
AGNATURE PD BPo- 7-7 S a, MO. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


| ar attending physician. 
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ched for use as the burial-transit permit. 
the registrar prior ta burial, crematian, ar remaval, and in any event within 72 hay 


TO HOSPITAL OR ATTENDING PHYSICIAN: Theiler requires that the death certificate be executed within 24 haurs after death. Page 4 


‘° 
2 
Ba a 
2 H f— 
szie/ néewd rep h FE (Such Mp 
Bgo° 226. BURIAL CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY <=" el 22d, LOCATION (City, town, ar county) (Stok 
328 (BE | 0S 1059 \feorce. ew ae 
ot : - — 
+ 23. FUNNERALDIRECTOR'S SIGINATURE DRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
TEN ys 7 Foe tae (Corte., C&- cate JAN 1 4°59 Citta 8, Tae 


ficate be executed within 24 hours after death. Page 4 


that the death certil 


ines 


nding physician. 
ficate has been signed by the attending physician and campletely filled in by 


For 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ 


* 


may be retoined by the haspi 
g 2 


poge 3 shauld 
the registrar pi 


1 ai MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 PC 4 6% 
CERTIFICATE OF DEATH apen 


Reg. Dist. No. 


sz 
3 i 1, PLACE creer Ps 2. USUAL RESIDENCE (Where deceased lived. {f institution: Residence before admission} 
ae) “SS wrol maryiann |} & STATE 2 Sao WULO. 
3 Mw b. CITY OR TOWN (if outside corporole fimils, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {if oulside corporote limits, write RURAL ond give nearest town) 
no RURAL ond give-ngargs! town) s fe % 3 R i) 
> Lde Z burg w Ouls4 ville Oa 
a d. mate OH Rene (IF not in hospitl, give street oddress) d. STREET ADDRESS e. * Ca 
m, y i) 3 / . . IN 
by 0 houisville Road Loutsaville Road ves) NOC] 
z 
6 3. NAME OF First Middl lost 4. DATE Month Y 
= DECEASED % . Hi, y OF 45 Po a se 
F tree oreint /Inig, Anna /M. lanese. en DEATH 19 57 
e 5. SEX 6 COLOR OR RACE |7. MARRIEBAST NEVER MARRIED LD |®& date oF eieth 9. AGE {In yeors IF UNDER 24 HRS. 


lost_birthdoy) 
yes. 


Dey: | Hours | Min, 


Jdemate white |woowe Q pivorce [] 13,1 566 


04 ISUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY 111. 8IRTHPLACE (Stote or foreign country) 


during 1 of working life, it relired) . 
apo SE dle Baltinone, Maryland 


12. CITIZEN OF WHAT COUNTRY? 


USA 


sath. \ 
pel 


13. FATHER'S NAME al 14. MOTHER'S MAIDEN NAME 
Bernard Jontman ? 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


Se ica EP igciees eet Win, (hartes J, Haneschlager, Aame 


18. CAUSE OF DEATH [Enter only one couse per line for (0). {b). ond (c)-} INTERVAL BETWEEN 


ONSET AND DEATH 


Then please remave corbon 


PART |. DEATH WAS CAUSED 8Y: fe 
IMMEDIATE CAUSE (0) EN 
15% DUE TO 


ns, if ony, which ‘ 

gove rise to immediote 

coute (0), sloling the under. ( RaaETO 
fe). 


lying couse lost, 


he burial-transit permit. 


t ta burial, cremation, or remaval, and in any event within 72 hours after 


3 Par Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAt DISEASE CONDITION GIVEN IN PART 10}]19. WAS AUTOPSY 
ee 
6 TNERAL ARTERTOSCLERO 3 CHRONIC MYOCARDITIS ves No 
E ['200. ACCIDENT WAS UNDERLYING (]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Port IN of item 18.) 
& |r CONTRIBUTING L} CAUSE OF DEATH 
‘2 & | (iF EITHER. NOTIFY MEDICAL EXAMINER) 
55 & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20%. (City or town) (County) (Store) 
22 a Hour 0. m. While Not while factory, street, office bldg., etc.! : 
3 = p.m. 19 Jot work ([] of work [J H 
= 3 
$3 21. | certify thot | attended, sed from LOeh 7258 oe ee) ee ee sthot | lost sow the deceased 
=< ; 
ee ative on__ 1023059 11:50AM, from the couses and on the dote stoted above. 
Pe ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 5 
SIGNATURI MD. -Liberty Road. at_Eldershurg__._. 4923259 


Nameityes__Wm,. He Lawson, Ure, MD.  . & 


720. BURIAL. CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county} {Stote) 
B§MOVAL (Specify) g iA 1) d 
HAGA Heo 044 (enexkery Broo ANUAL 


23. FUNERAL DIRECTOR'S SIGNATURE appre 24a" REC'D BY REGISTRAR | 248- REGISTRAR'S SIGNATURE 


TO FUNERAL D: 


156 10/57 Leonard 9, Ruck 5305 Hangord Road #7U. _|oate JAN 28°59 Cimon 2a 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 5 


2. USUAL RESIDENCE (Wi 


1, PLACE OF DEATH 
. COUNTY 


jon) 


|. STATE 
Carroll z Maryland county —-_ Queen Anne 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporote limits, write RURAL and give neares! tawn) / 
RURAL and give nearest tawn) : J 
Henryton days Centerville lee 
d. Bay ee Benne {If nat in hospitol, give street oddress) d. STREET ADDRESS e pte oa 4 
Henryton State Hospital ves BJ NOL] 
——3 
3. DeCeASED First Middle lost Month Oay Yeor 
(Type oF print Floyd Harris January 18 1959 
5. SEX 6. COLOR OR RACE {7. Mari NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
‘ir Own, é est birthay) an 
Male Negro —_|wioowe orced [] vii 
A 100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during mast of warking life, even if retired) 
c Farm Laborer New Mexico UeeS.) As 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
° 
2 Unknown Unknown 
é 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E (Yes, no, er unknown) {It yen, give wor er dates of service) yf - * 
5 228-07-87 28] Medical Record-The Memorial Hospital,Easton Md. 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 


:, oe I cee ess Cardiovascular insufficiency 


Then 


the registror prior to burial, cremotion, ar removal, ond in any event within 72 hours ofter di 


DUE TO 
z Conditians, if ony, which es Far advanced bilateral pulmonary tuberculosis 
£ Qove rise to immediate 
a cause (0), stating the under: ( DUE TO 
= tying couse last. () 
6 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Woe 
: 3 ves] no] 


20a. ACCIDENT OOM RE nt oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Part I! of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn} {County) (State) 
Hour 0. m. While Not while foctary, street, office bldg., etc.) | 
p.m. 19 Jat work [] ot work (J H 


is certificate hos been signed by the ottending physicion ond completely 


or ottending physicion. 
MEDICAL CERTIFICATION, 


detoched for use os the burial: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours ofter deoth: Poge & 


BE 21. | certify that | attended the deceased fram__December 5 , 1958, to January 18 | 19 59 that | last sow the deceased 
ist alive ear 4" ne 5 1959. and that death accurred ak2 -MQQIM, from the causes and an the date stated abave. 
pes 
4 ACTUAL ’ 

Pd SIGNATUR 
Bos / PHYSICIAN'S 
exe NAME (Type) Dr. Edgars M. Maculans, Supt. Henryton State Hospital, Henryton, Md. 

SSeS Mime BPE a CE Sa I A A ed hls A tnd lol cme Matte Ac af Me 
By> Rak CREMATION, | 22b. DATE THEREOF Wad. LOCATION (City, 1 

TION, : re. aad. LO ‘ity, town, or caunty) (Stote) 

eee pute PA UTS f a t 

- 73. FUNERAL DIRECTOR'S SIGNATURE/ y 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


, thy A tep¢$pe4! ft td Ebr fy oalAN 2 3 '59 Dnthg fe 


S 


, Vo ci aie 


ca 
7D 
“3 
8 
ES 
> 
£ 
oe 
~~ 
ic 
6 
3 
D 
o 
a 
x 
s 
a 
5 
a 
« 
2 
8 
2 
$ 
6 
& 
3 
g 
s 


cate hos been signed by the attending physician ond completely filled in b 
Then 


ed for use as the burial-transit permit. 


After this certi 


y the haspitol or attending physician. 


4 de! 


OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 haurs ofter death: Page 4 
‘OR: 


may be retoig 
TO FUNERAL 1 
poge 3 should 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 4 65 7 
27S _ CERTIFICATE OF DEATH Soe 


2 Kio onc cid (Where deceased lived. If institution: Residence before admission) 
°. 


1. PLACE OF DEATH 


. COUNTY b. COUNTY 
Carroll Geleg Mend Maryland Cit: 

b. CITY OR TOWN [If outside carporote limits, write |<. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, wrile RURAL ond give nearest town) 
RURAL ond give nearest town} an, : wh 
Sykesville m 25 days Baltimore 13, Md IVOl-Y 

d. NAME OF HOSPITAL (II not in hospital, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 

pringfield State Hospita 1319 N, Port aT EE Nee 
2. NAME OF First Middle Lest "De 


DECEASED 


(Type or print) eor, Thompso; He 
3. SEX 6. COLOR OR RACE /7. MARRIED [SY NEVER MARRIED [-] |8. DATE OF BIRTH 
&@ wioowed (J oivorceo () 2-25-99 


é 
TOs. USUAL OCCUPATION (Give kind of work done 
during most of working life, even if retired) 


9. AGE (In years [IF UNDER | YEAR|IF UNDER 24 HRS 
last birthday) 


597 


10b. KIND OF BUSINESS OR INDUSTRY [| 11. BIRTHPLACE (Stote or foreign cauntry) 


12. CITIZEN OF WHAT COUNTRY? 


athaus 
220. BURIAL, CREMATION, | 22. DATE THEREOF Mc. NAME OF CEMETERY OR CREMATORY }. LOCATION (City, town, ty) {State} 
Noval Gece) | 1 29/59 dak Lawn Cometery Baltimore, dy = 


eaneiny Exton Food Machinery (o Delaware U.S.A. 
13. FATHER'S NAME WS ny 14, MOTHER'S MAIDEN NAME 
Harry Heal Martha Me Munn 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT Address 
fa. 80. oF unbnewr} 11, give wer oF dates of service 
nkn Springf, Hosp, Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
i 
TART. DEATH MIATE Cause (o._ Myocardial Infarction iemoxx’ minute 
Ves / DUE TO 
Tey) 
Conditions, if ony, which rs bosis hours 
gove tise to immediote 
cavse (0), stoting the under- { DUE TO 
lying cause lost. (3 
8 Inv G2ult Ua EN BS yCHRe Ley CAE ANs OC RT MGS BEGATED AEP THTERMINATONGE AS ECONEITION GIVEN IN PART 1(a)[19. pas avipusy 
6 e) | s ves {J No & 
= [ 200. ACCIDENT WAXUNDERLYING C]__ | 20b. DESCRIBE HOW INJURY QCCURRED. (Enigr nature of injury in Part lapy Port I of item WB, rs 
5 | PeCureUin Roa cuten| Paciont jumped out of &Window,H.E. “notified, released 
3 |20c. Time OF INJURY j INJURY 20e. PLACE OF INJURY (Home, farm, 120F, (Ci i 
2 eae bb ta beutt SB bat Mie sem ace ae aa Cia, paeiee (City of town) {County) {State} 
Z 0230. m 19 Jot work [7] ot work hosp. ward iSykesville »Carroll, MD 
21. U certify that | attended the deceased fram._____ Ve15=__., 19.58_, to 1925— . 1959 that { lost sow the deceosed 
alive an... = 24 =, et, ond that death accurred ot3%.30_A M, fram the causes and an the date stated abave. 
Cus 4 Y } ADORESS (Street, city or town, stote) DATE SIGNED 
Sowa CP Li Aalit~ no Springfield State Hospital __—(1-25-59 
PHYSICIAN'S 
NAME (Type)_Edmund MD Sykesville, Maryland 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


JAN 2 8°59 


DATE 


*GnEPTSs"E. Schimunek Funeral Home 
Dp e 3 SBne 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00468 
on stare 4777 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


LTH DEPT. 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where dececied lived. {f institution: Residence before odmission) 
o. COUNTY a. STATE b. COUNTY 


F 
HE. 


olth, 


° 
é arro beet naa! -Mary- Carro 
b. Sul, OR — tid corporate timity, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) 
Se actecen aot 
Rural Westminste 12_yrs. Rural _Westminster — 


d. RANE ‘OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) ‘d. STREET ADDRESS .:: TS RESIDENCE 


ir files. 


ON A FARM? 
yes [] NO y 
3. NAME OF oy . 


OECEASED H ‘ ‘ 
(Type or print) j LE be os 4 


5. SEX : rs AGE ti yo {ln years iF UN DER tye) AR. IF UNDER 24 HES. 
‘1 3 Months] Ooys | Hours | Min. 
Male - wiooweo [J ovorcto— |p» 


1c. USUAL OCCUPATION, Give kind of wark done} 0b. KINO OF BUSINESS OR INOUSTRY | 11. ae 8 {State or foreign a 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life. even if retired) 
__| U.S.A. 


Laborer arm Meryland o-~ 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


David D. Hiiterbridle Linda Stover_ oi <4 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


{Yes ne, er unknown) (IF yes. give war or dores of rervice) 
hi Charles _Hilterbridle 


If any delay is necessory. please 


Erded to the Chief Medicol Exominer’s Office atong with form PM3. Page 5 may be retained ¢ 


TO FUNERAL DIRECTOR: Poge 3 should be esed os a byrial-transit permit. File pages 1 ond 2 with the Stote Board of 


no 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] * ] UNTERYAL BETWEEN 


PART I. DEATH WAS CAUSED BY: Sik 

IMMEDIATE CAUSE (0) ERO ARY Ove tusgonr , | Sec 

5 i 

Df UE TO 

Conditions, if ony, which te) 

gove rise 10 imm 

{a}, sloling the undertying( CUETO 

eects ka ae Pm ‘ Co — - 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19, WAS AUTOPSY _ 

PER 


Item 18. Give Pages 1, 2. ond 3 to the funera 


pencil 


FORMED? 
ves] NO 


200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. {Ent itu Hf injury in P fe " =; 
Oe, EXTERNAL CAUSE WAS {Enter noture of injury in Part | or Pert Il of item 18.) 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home. iss 1201. (City oF town) (County) (State) 
Hour 6, m. While No! while factory. stree!, office bidg., etc.) | 
p.m. ot work [] ot work 


21. V certify that | took charge of the remains described above, held an Autapsy [_],  Inspectian ww Inquiry $<, and in my 
opinion death resulted from: Natural causes BA Accident [], Suicide [[], Homicide (J, Undetermined manner 1] 


S 
MEDICAL CERTIFICATION 


te, writing the word “pending 


CHIEF MEDICAL EXAMINER (} DATE SIGNED 


ASSISTANT MEDICAL EXAMINER [_] 
DEPUTY MEDICAL EXAMINER (7) , ee Fy Pe ai rz 
Tho. BURIAL, CRE |, |22b. OA EOF 7d. LOCATION (Cit 
[Burs ec je) (ci ly. fawn, oF Soar (Stote) 


Gael a 


(23. FUFRAL ease Ss aha RI AOORESS 


0.0. Fus: “Son 


M.D. 


or its designated agent, prior to burial, cremotion. or remavol, and in any event within 72 hours after death. 


execule the ¢, 
4 should be 


€ 
Hy 
ao) 
3 
a] 
i 
2 
~ 
a 
¢ 
£ 
3 
o 
2 
3 
8: 
© 
3 
2 
sk 
a 
cd 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


00469 


Reg. Dist. No. 


~ PLAGE OF DEATH 
ee MARYLAND 


Carroll 


= 
2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before admission) 


a. STATE Maryland b.county Balto. 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL and give neores! town) 


¢. LENGTH OF STAY IN Ib 


neral directar, 


Id be filed-with 
wz ) 
as 

\ 
Ree 


c. CITY OR TOWN ([f outside corporote limits, write RURAL and give nearest town) 


uae Sykesville hyrs.8mos2ldays Baltimore 22 aw L 
¢ 2 da. eS Ns (If not in hospitol, give stree! oddress) d. STREET ADDRESS °. ean 3 
f pringtield State Hospital 7712 Trappe Road | YES []_No 
3. NAME OF First Middle Lost! 4, DATE Month Do; Yeor 
Riera) Mery Cora Cimaglia Insogna Sam danuary 2, 59 
3. SEX 6. COLOR OR RACE [7. MARRIED [_] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE [in ye0r PEUNDER TYEARTIF UNDER 24 HRS. 
y Pome White WiDowed Bi oivorceo J April ay 1908 66 Me janths| Doys | Hours Min. 


‘. 


10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDU: 
ducing most of working life, even if retired) 


Housewif: 


ISTRY | 11. BIRTHPLACE {Stote or foreign country) 


Maryland 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


e 
13. FATHER'S NAME 


Domenic Cimaglia 


14. MOTHER'S MAIDEN NAME 


Mary Coffelice 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 


(a1, no. or unknown) (H yer, gore wor er dates of service) 


No - 


16. SOCIAL SECURITY NO. 


7. INFORMANT 


1 
Springfield Hospital Records 


Address 


38. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond ()-] 


PART t. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0; 


Then please remave carbon papers. Pages | and 


¢ 


Septicemia due to decubitus ulcer of 
sacrococcygeal region 


=a 
INTERVAL BETWEEN. 
ONSET AND DEATH 


veeks 


fe, 4 DUE TO 
Conditions, if ony, which (b 
gove rise to immediote 

DUE TO 


couse (0), stoting the under- 
lying couse lost. 


| 


(). 


ncepna @ ete, 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTPIBUTING TO,PEATE BUT NOT Ri 
6.B.g.assoc,with antracraniar infection 
ith ps reactions 


o er. Hans phe 14: Sy epLae PART Ia) | 19. ieee cyt 
m1. ar sonish,pos ence} tic | rsO nom 


20a. ACCIDENT WAS_UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRE! 
OR CONTRIBUTING [J CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


D. (Enter noture of injury in Port 1 or Part 1h of item 18.) 


We. PL 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED 
Hour 0. m. White Not while 

p.m. W fot work J at work (J 

alive on_ January, tS 


af SF 
ee ee fo Ae. Chan 


the hospital ar attending physician. 
‘OR: After this certificate has been signed by the attending physician and completely filled in b: 


detached far use as the burial-transit permit. 
the registrar prior to burial, crematian, ar remaval, and in any event within 72 haurs ofter di 


YO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 


foctory, street, office bldg., etc.) | 
t 


RE Re 
‘ACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 


) bes: and that death accurred at. £220 Am, fram the causes and on the date stated abave. 


TE SIGNED 


1/2/89 


ADDRESS (Street, city of town, stote) 


> in 1d State Hospital 
2 rf PHYSICIAN'S Edmund Lusthaus, M.D. _ Sykesville Meryland 
3 > at ‘2720. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town, or county) (Stote) 
528 Buren” | Jan. 5, 1959 Sacred Heart of Jesus German Hill Ra. Md. 
2 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2ha. REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 
Vs asda JOHN J. DUDA 7922 Wise Ave. 22, Ma. oateJAN 7 '59 Ondbua £ IG cian * 


1 


FOR STATE 


{f any delay is 


in pencil in Hem 18. Give Pages 1, 2, ond 3 ta the funero’ 


‘CTOR: Page 3 shoutd be ssed os o burial-transil permit. File pages 1 and 2 with the State Beierd of 


brded ta the Chief Medical Examiner's Office afong with form PM3. Page 5 may be retained {| 
or its designated agent. priar to burial, crematian, or remaval, and in any event within 72 hours after death. 


cate, writing the ward “pending 


4 should bi 
TO FUNERAL DI; 


& TO DEPUTY MEDICAL EXAMINER: This certificate should be execuled within 24 hours ofter death. 
execute the 


MI 
5M 2/57 


> 
és 


EPT. 


0046) 


‘MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH ‘ 
4§ Reg. Dist. No. 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmission} 


Arndt atom ©. STATE M b. COUNTY ej 
© LENGTH OF STAY IN Ib || c. CITY OR TOWN (Ifbutside corporote limits, write RURAL ond give nearest town) yf 
’ rs, 
L : kh OR ft of 22 — 
ME OF HOSRTAL | OR INSTITUTION (If not in hospital. give street address) d. STREET ADDRESS e. 1S RESIDENCE 
g ON A FARM? 
va WMirrten A . ves] note 
3. NAME OF vin 4 DATE Minh = bey’ ‘oo 


DEATH Jaw: Ve 1998 


9. AGE iin veo [IFUNDER YEAR] IF UNDER 24 
‘Be | es} Hours | Min. 
ye. 


type sr or erin) We, LLGA 


5. SEX % COLOR OR RACE |7. MARRIED [] NEVER MARRIED ‘all 8. DATE OF BIRTH 


Wire |woowom — oworeo | bet 23 /872 


10c. USUAL aoe ge kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE Ns. ‘or foreign country} 2. CITIZEN OF WHAT COUNTRY? 


19 most af working lite, even if retired) F; 
ETIRE) ARME Wray haath LL-S. AL 
3. FATHER'S NAMI Mt a 14, MOTHER'S MAIDEN NaI 


7 : eT fLomp S o 
Sarmnwee «f ~lewne&s s fer howis4 rghit § 2, ty 
RH TEA ee | We ae como | hele.) See neers on - 
We" _|"" Carmel. Py A faet) LV se Th 


N 


1B. CAUSE OF DEATH [Enter only one couse per line far (a), ib). ‘ond (c). eee ETWEL 
PART |. DEATH WAS CAUSED BY: 4 oO rea) ee Re 
IMMEDIATE CAUSE (0) omar A RY CEMUS O1 Min 
“da, t UE TO 
Canditions, if ony. which ob CoRow ARY Scr ERosis 


gove 1o immediote couse 
{0}, stoting the underlying JV 
couse lost. {ch 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING ¥O DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. MAS BUNGESY 
YES a NO ox 


200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part Ul of item 18.) 
PRIMARY C) or CONTRIBUTING C1] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Menth, Doy, Year 

Hour 0. m. While Not while 
p.m, 9 at work [[] ot work 

thal | took chorge of the remoins described obove, held on Aulopsy [_], Inspection [Inquiry &. and in my 


apinion déafh resulted from: Nolurol couses iw Accident [7], Suicide [J], Homicide [7], Undetermined monner | 


eau 4 | Nig rah) Mp, CHIEF MEDICAL EXAMINER [7] i Sith ol 


ASSISTANT MEDICAL EXAMINER [7] we, 
EXAMINE /12-fS 
NAMECype) lanolin S$. Hie RRS HW DEPUTY MEDICAL EXAMINER 
To. BURIAL, CREMATION. ]22b. OATE | Wig sy NAME OF eat Nhe OR ‘eet Om Y Ike LOCATION (City, town, ar county) a belt 


Cod te, , 


vie REC" l by REGISTRAR 24b. ‘cistear: rs SIGNATURE 


Cathe £ fal 


20d. INJURY OCCURRED 


20e. PLACE OF INJURY (Home. form, 120. (City oF town) (County) (Stele) 
foctary, street, office bldg., etc.) t 
' 


MEDICAL CERTIFICATION 


23. FUNERAL DIREC OR'S 1 rE LjaaC 


Kesh, nn a 


DAI 


rector. 


erat dir 


Fitggew h 


ages 1 and 2 should 


\ 


Then please remove carban paper: 


tee 


R: After this certificate has been signed by the attending physician and campletely filled in by 


he hospital ar attending physician. 


{e} 
‘detached far use as the burial-transit permit. 


the registrar priar to burial, crematian, ar remaval, and in ony event within 72 hours ofter dea! 


* 


may be retai 
page 3 should 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires tha! the death certificate be executed within 24 hours after death: Page 
TO FUNERAL DI 


VS A15 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 bp 47 1 
. CERTIFICATE OF DEATH 


Reg. Dist. No. 
1 sacar DEATH rites ‘gigi (Where deceased lived. If institution: Residence before odmission) 
be b. COUNTY 
Carroll i inaeiaa aryland 
b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CY OR iss {IF outside corporote limils, write RURAL ond give neares! lown) 
ee give negrest town) . J 
Rural kesville 10. 9da Baltimore Ci ¥ oY . 
od. NAME OF Ald {IF not in haspital, give street aoa d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION * ON A FARM? 
pring field State Hospital 1115 E. Baltimore Street ves NOG 
3. oy es8 First Middle Lost 4. care Month Day Year 
(Type or print) Louisa Wilhelmina KREIT OeatH = Janu 22.1959 
5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 VEAR]IF UNDER 24 HRS 
lost bighdoy) Min 
Female White  |wivoweo py pivorceo [ 9-11-1862 13 yn. 
10a. USUAL OCCUPATION {Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
one Maryland U.SeAe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Schuh Wilhelmina Bock 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT Address 
{Yes no. oF unknown) OH yes, grve wor or dotes of service) af 
jo | None Hospital records 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (a), (b). and ().] TEAC ETRE 
PART |. DEATH WAS CAUSED BY: 
te IMMEDIATE CAUSE (0) Pulmonary embolism 
4 x DUE TO 
Conditians, if ony. which o___ Rheumatic heart disease 


gove rise to immediate 


couse (a), stoting the under. ( CUETO 
lying couse lost, e) 
é hie u OTHER oie CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} | 19. pe ee 
5 gh hronic brat ae ne eee asspci ated with cist ie ‘bance 12 metabo. ism, growth vis og No 
= [200. ACCIDENT WAS UNDERLYING E]_ | 206. DESChIeE rat NIURY OCCURRED, (Eater noture of i ion’ ert Vor Por lr ete 18.) 
= OR CONTRIBUTING [} CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY fHome, or ' T 20 {City oF town) (County) (Stote) 
ral Hour a, m. White __ Nat while foctory, street, affice bldg... etc. 
= p.m. 419 jot work [1] ot work [J " 
21. | certify that | attended the deceased from.___17=34___...._, 1795_, 101-22... , 1959_.,that | last saw the deceased 
alive an___ and that death occurred at 800 A.M, from the causes ond on the date stated abave. 
ADORESS (Street. city or town, state) DATE SIGNED 
AL i sf 
ACTUAL wo. Springfield State Hospital 1-22-59 


Naas, Walter Knopp, M. D. _Syk r 
7c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) {Stote) 
pec 
Be AST an 959 n eme te Baltimore aryland 
23. FUNERAL = SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
H.SANDER & SONS,INCG. Balto., Md. pare JAN 2 6°59 Codtag £ fiassh 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 472 
Th CERTIFICATE OF DEATH 


oad 


Reg. Dist. No. 


5 2 —— J 
» 5 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmission) 
& 38x ©. COUNTY paves 0. STATE b, COUNTY 
=3 YLANI : ta 2 
De Fs) 2 Mary land 12 Sone’ on 
£53 6 M b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) f) 
g BB . RURAL ond give neorest town) Pe Vv 
7° z ro 2 . 
“aS Ke y =. Om © 04 5 5 Cw TD) 
3 3 3. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS ‘e. 1S RESIDENCE 
S * , % OR INSTITUTION: ‘ON A FARM? 
c £5 pringfield State Hospita 312 S, Cleveland Avenue ves] nok) 
2 £6 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
ah ais a 59 
& $3 (Type or peint) laura Edna Lawrence DEATH 1 3 19 
© £5 
2a Se 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH STAGE in years ie abe B YEAR if UNDER zal HRS.” 
Se: jonths | Doys jours in. 
i Sts “ WIDOWED] Divorced [} 1=29~=82 td yen 
OM a em a 
2) Eieas TOs. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 3st during most of working life, even if retired) “ 
5 pe Housewife Z 7 dee Pennsylvania U.S.A. 
g o3s 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 §8% Alfred Churchill YAsetea at 
2 333 15. WAS DECEASED EVER IN U, 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= € é £4 (Yes, 10. oF unknown) {it yen, give wee ar dotes of service) Z Ly Springf Hospital Records 
2) pa Le Le 
2 
£ $2¢ 5 
€ Ese 18. CAUSE OF DEATH [Enter only one couse per line for (0). (6). ond (€)-] INTERVAL BETWEEN, 
3 2a5 PART I. DEATH WAS CAUSED BY: da: 
2 See IMMEDIATE CAUSE (o|__Bronchopneumonia 
5 fe? v 4-91 X DUE TO 
e 
CBF cs Conditions, if ony, which rs 
3 QEs gove rise to immediate DUE TO 
%) Baees covse (0), stoting the ynder. ( OVE 
zee roo 
Jee=yp ying couse lost. te) 
© Sees 
8 z . NIFI rE U 10) PAAS AUTOPSY 
BES s— S\chr BES: NIICAND SOND OS CONTRENUNG LAS EATH BT NONE RERT CSE TAMU! C166 BANE On Prt eens ON GET yas AUTOF 
23855 mE Dl's ves] No &] 
gasoe u rithpsych, rea on 
ies 3.5 © [200. ACCIDENT WAS UNDERLYING CJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
$5 5° - & | OR CONTRIBUTING LI CAUSE OF DEATH 
e825 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sates & ]0c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED  [2%e. PLACE OF INJURY (Home, form, 1201. (Cily or town) (County) (Stote) 
ka 5 s g = g Hoval alta: While Not white foctory, street, office bldg., etc.) y 
z si an g pom 19 Jot work [J ot work ‘ 
er a 
2 eg S ee 21.1 certify that | attended the deceased from_____ vee ae Pra. Bey pink “sf 1999. that | last saw the deceased 
a o 
of eS 2 5 and that deoth occurred a’ 84 _M, from the causes ond on the date stated above. 
id os 4 - ADDRESS (Street, city or town, stote) DATE SIGNED 
< - . ACTUAL 1-31-59 
% P: , | [stenarur field State Hospitel A 31no" 
a2 yd 
2542 PHYSICIAN'S 
Sexe Na (yeel_EAmund Insthaus M.D. _______ Sykesville, Maryland, eu 
<e 
5 gob 72d. LOCATION (City, town, of count (Stote) 
o,se2 4 Y) Aa 
ESP Po ve afr? HZ 
ofo*= : : a 
ais Pao, REC'D BY REGISTRAR | Zab, REGTS)WAR 3 SIGNATURE 
; = 
VS AIS (4 4 59 Chiang 
ea oss 7A IG oat EB 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Q@ CERTIFICATE OF DEATH 


00473 


Reg. Dist. No. 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 


While Not while 
jot work [_] ot work 


20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stole) 
foclory, street, office bldg. etc.) q 
‘ 


o 3 1, PLACE OF DEATH 2 A gag (Where deceased lived. If institution: Residence before odmission) 
oo ©. COUNTY ©. STA b. COUNTY 
* 3. ~ Carroll Ma. Carroll 
£6 b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest lawn) 
g 6 M } RURAL ond give neorest lawn} ei ai) 
73 / nksbur, Life x Finksburg 
5 2 a. d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS, e. 1S RESIDENCE 
3 i — e yn TION tmi t Road ON A FARM’ 
ha CO 1 estminster Road f Old Westminster Roa yes] No 
Sem? oe 
2 £6 3 NAME OF First fred buts ht lost 4. Date Month Doy Yeor 
sot died ‘ears Paul Alfre eig 
& 25 (Type or prin!) au. DEATH Jan. 9. 19 59 
=3 
= >. ‘5. SEX 6. COLOR OR RACE | 7. MARRIED EX NEVER MARRIED o B. DATE OF BIRTH 9. — Nh ee eae sunt 24 HRS 
= lonths. te Min. 
z aa Male White |woow: oOo pvorceoQ |Sept.8,1907 “Sy an a i 
3 é ag 100. pees OCCUPATION (ex kind . work done| 10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g=8 25 luring most of working life, even if retired) 
Eves Selfemployed” Nurspryman Maryland USA 
an i) a 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
o8 %y 
ee I Georse W. Leight Rosella Keeney 
be = 8 re} 15. WAS DECEASED EVER IN U. S. ARMED FORCES? {16. SOCIAL SECURITY NO. |17, INFORMANT Address 
Ste |e i | - 08-8 Mrs.Catherine Leight Finksburg,Md. 
e nN 
2 £¢ wee 
g £3 se 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond f)-] INTERVAL BETWEEN 
vu £ay PART I, DEATH WAS CAUSED BY: + 
p Sen IMMEDIATE CAUSE (0] a 
5 ae : / ao DUE TO 
= Pe > Conditions, if any, which m_Sauamous cell Carcinema of cervical 6 months 
$s 5 gove rise to immediote , 
pols: Jergce couse (0), stoting the under- ( DUE TO lymph nodes. 
Setev lyi lost, 
Seas ying couse lost. is 
© Oo ac oe 
3 2 & 5 = Sj Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}[19. ceca 
SROEG Ole a ca. E 
2 S. 8 e $ . : ves(} No() 
Lo ic s = | 200. ACCIDENT WAS UNDERLYING oOo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port § or Part Il of item 18.) : 
a & OR CONTRIBUTING C} CAUSE OF DEATH 
§ °° U PCF EITHER, NOTIFY MEDICAL EXAMINER) 
: z 
Uv 
6 
8 
= 


21. I certify that | attended jhe deceased from October ___ 19.0: 


. and that death accurred at__1_As . fram the causes and on the date stated above. 
ADDRESS (Street, city of town, stote) DATE SIGNED 


oO / PO eae A: 7 48. Main. Street..._Reisterstewn..1-9-59 


alive an 


the hospital or 


the registrar priar ta buriol, cremotian, 
~ 


detached for use as the burial. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


Caz 
sas NAME tivo) | Cia I SC OOS iS Se a 
Se a se oe ee 
£3 me No. ed aun 7b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
EMOY AL u 
g2 2 Burlad” Jan.11,195) Finksburg Cemeter Finksburg Ma. 
fo 8 KSDUPE er pe 1 ag eet ts 
= ' 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. AN spy Pr) EGISTRAR'S SIGNATORE 
Vs als (4) | d.F.Eline & Sons Reisterstown,Nd. ae Cnitud £3 


1SM 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


by Ay 
CERTIFICATE OF DEATH C0474 


Reg. Dist. No. 


ad 
* 


=as 2 


te irae rea 2. pedi core (Where deceased lived. If institution: Residence before admission) 
2 Carroll MARYLAND || * Maryland b. COUNTY Garpo]l 
b. CITY OR TOWN (IF autside carporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN {If outside corporote limits, write RURAL and give nearest tawn) 
RYRAL and giye nearest town) ’ 
Chural) "Sykesville ears 1 day || _‘Finksburg 
d. NAG (if not in hospitol, give street oddress) d. STREET ADDRESS e. Pai? see 
ain field State Hosoite Westminster Road v5 C] NOE] 


3. NAME OF First Middle Lost 4, DATE Month Doy Yeor 
DECEASED | OF 
(Type or print) Rosella Keeney LEIGHT DEATH January 20.1959 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Z 84 i, Pichdey) [Months] Doys | Hours Min. 
Fenale White |wirowengs) —ovorceoO) | 10-20- 40s 


ae Wo. USUAL OCCUPATION (Give kind of work done|10b. XIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 3 during mast of working life, even if retired) 

co Housewife Maryland Ui8uks 

3 Bi. 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

5 

H Alfred Keene: Margaret Bowers 

5 15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 

E {¥es, no oF unknown) Ut yes, give war or dota of service} “a 

5 NO. None Hospital Records 

3 18, CAUSE OF DEATH [Enter only one cause per line for (a). (b}. and {).] INTERVAL BETWEEN 


ONSET AND DEATH 


a . . . 

i ARTI oeav was SWEDL, Myocardial Infarction 

# a ‘ oveto Arterioselerotic heart disease Years’ 
Years 


gore rise ta immediote 
couse {a}, stoting the under. ( DUE TO 
lying couse lost. ( 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. WAS AUTOPSY 
CONTRIBUTING TO DEATH. 


Chronic brain, syndrome, associated with, disturbance of metabolism, growth PERFORMED? _ 
or mitritiion with psy QO 2 on ves [] No 


20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il af item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, farm, 1 20F, (City or town) (County) (State) 
Hour a. m. While. Not while foctory, street, office bldg, etc.) | 
p.m. 19 fat work [] ot work [J H 


21. | certify that | attended the deceased fram__.b=19 195Q_, to An20_ , 19.96. that | last sow the deceased 


Conditions, it ony, which a feGeneralized Arteriosclerosis 


QO 


, or remaval, and in any event within 72 ho 
| 
— 


for use as the buriol-transit permit. 
MEDICAL CERTIFICATION, 


< 
2 
3° 
€ 
= 
5 
2 alive on____sJauuary_20___, 12289 =, and that death accurred ot_5205P.m, fram the causes and an the date stated abave. 
< /) ADDRESS (Street, city or town, state) DATE SIGNED 
ee Lee O—__uo. _Springfisld State Hospital ___- = 21259, 
- / 
g Nae tyee!__Edmund Lusthaus, M.D, ______Sykesville, Maryland 
? To. BURIAL CREMATION, ib. DATE THEREOF ‘7c. NAME OF CEMETERY OR CREMATORY 726. LOCATION {City town, or caunly) (State) 
2 elie ai 6 (dan.24,1959| Finksburg Finksburg,Nd. 

23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
V5 15 (a J.F.Eline & Sons,Reisterstown,Md. pareJAN 2 2°59 Cather £ 46. 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N0475 
On CERTIFICATE OF DEATH 


Reg. Dist. No. 


st 
i 3 f 3 1. PLACE OF DEATH 2. bes) pha (Where deceased lived. If institution: Residence before odmission} 
go 0. COUNTY b. COUNTY _ 
oe Carroll "Wa ‘land 
3 8 b. CITY OR TOWN (If outside corporote limits, write . LENGTH OF STAY IN Tb c. CITY OR TOWN [if outside corporote limits, ‘write RURAL ond give nearest a ¥ 
é RURAL ond give neores! town} liyr 4 
ee: Rural) Sykesville, Mde lyn Baltimore , 11 
2: d. NAME OF HOSPITAL [If not in hospitol, give street od dress} d. STREET ADDRESS @. (5 RESIDENCE 
* ese OR INSTITUTION ON A FARM? 
fy bringfie ate Hosnita __ 1107 W. 37th. Street ves [no ( 
3. NAME OF First Middie lost 4. DATE Month Day Yeor 
DECEASED © 


Poges 1 ond 


= 


{Type or print) Charles dea s DEATH a 13 1959 
$. SEX 6. COLOR OR RACE |7. MARRIED ER} NEVER MARRIED [_] | 8. DATE OF ieTH 9. AGE (In yeors [IF UNDER | YEAR]IF UNOER 24 HRS. 
lost el ‘Manthe| Do: Hours 
Male White wipowep [] DivoRCED (J 8=1-82 


10o. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR ae BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


eam ema — USA, 
13, FATHER'S NAME Ta, MOTHER'S MATOPN NAME 
~ John L. Lohr Agnes= 
1 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
{Yer 10 oF unknown) {HF ym, gee wor or dotes of service} 
a nknown = Records. Springfield State Hos pital 


18 CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond te.) 
PART I. oe WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers. 


‘OR: After this certificate hos been signed by the attending physician ond completely filled in b 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 haurs offer death: Poge 4 


€ 
8 
nd 
é 
x 
= 
3) 
2 
g 
© 
£ 
Bs 
¢ IMMEDIATE CAUSE (0)____ Pheumonia hres 
$ H2r2xe, DUE To 
2 Conditions, if ony, which 5 s 
ES gove rise to immediate = disease nore—than— 
eS couse (0), stoting the ynder- ( CUETO 10 yrs. 
g252 lying cause lost. © 
= <£o a 
Se5° Part Il. OTHER SIGNIFICAN’ BOE CONTRIBUTING,TO PEATE! BUT.NOI RELATED TO HE TERMINAL DISEASE CONDITION GIVEN IN FART Io)]19. WAS AUTOPSY 
$429 2] Chronic Brain’ Syn Sagsoctated Wi elroutatery aes Bane, WIth” etronmeor 
&32 6 3 : Sat See on on ves) NO 
ae, 5 = [200. IDENT WES Oe] 206 DESCRIE rid RY OCCURRED. Meciernonrcot Tnty in Port for Part Pat ion te 
gent & for CONTRIBUTING LT CAUSE OF DEATH 
ees & | (IF EITHER, NOTIFY MEDICAL EXAMINER} Be 
ope & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, {20 {City oF town) (County) {Stote) 
5. 23 3 Hour 0. m. ra While Not while foctory, street, office bldg:, te.) 
3 i § = pom. me lot work [_] of weele (] — H — 
& os 
eae zs 21. ! certify thot | attended the deceased from.__ B, fos. Slee. oe J , 1959. that | last saw the deceased 
22 % 
‘@ % 5 alive an_._ 1-13: a WD. as and that death accurred ot 112.0_M, fram the causes ond an the date stated abave, 
£637 J ADORESS (Street, city of town, stote} DATE SIGNED. 
Pi ACTUAL Jal le. (4 . =] 358 
8 SIGNATUR cmt & V) WOE es Shoe NAS | ich 
& i 
35 ravsicans Walter Knopp, M.D, 
4: Duet Tg) PEA ee eS eee ee ee ee Le ae 
oe To. e feiora Beat 2b. DATE yy e ac. NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, or county) (Store) 
Bt VAL (Speci "7 es 
Be {le WESLEY CHAPEL PWIA CO, S72. 
mie FuNEEAL DIRECTOR'S ec NaTy ADDRESS Zao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
YS Als q tied €_Abztv aid “BEE foe 72 CZ SiN 1 6'59 Onthun £. Pina 


’ XY i j| lan MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ” a 
4 484 _ CERTIFICATE OF DEATH _Boaen 


Reg. Dist. No. 


3s 
2 : 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where decease lived. If institution: Residence before odmission) 
Bo or e ee 2 os b. COUNTY 
= — LV ) MARYLAND bed { 
Be €. LENGTH OF STAY IN Ib ©. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) y 
Be ; , 
is < = y f 
€ 3, NAME OF HOSPITAL (IF not in hospitel, give street address) STREET ADDRESS @. 15 RESIDENCE 
5 re OR INSTITUTION Z o) S ON A FARM? 
al 
2 Ist On Arle oa! ves (] No) 
5 3. NAME OF /j First fe aes , lost 4. Date Month Ye 
“3 DECEASED. oc ; ae # yi SSP 
3 (Type or print) DEATH apr y 19 
3 
2 


CME A 
s. am Tea 3 OR mcs Guaee NEVER MARRIED =F 8. DATE OF BIRTH AGE In eo IF UNDER 1 YEAR] IF UNDER 24 HRS. 
tops buy a Months] Do Mi 
ooo a: ‘chad sa 2 


2 pie OCCUPATION 


sive Lt of work done] Fb, K' ND OF 8USINESS ‘OR INDUSTRY |11. BIRTHPLACE SS tote or er ae £2. CITIZEN OF WHAT COUNTRY? 
ost of working life, even if retired) , 
M4 CE Soa 


Oa 
J ies sees $ in NAME 5 
11 22 L442 LF VIL 4 ZY LCICES 


Na? is, WAS DECEASED EVELIN U,& ARMED FORCES? 16. SOCIAL SECURITY NO. [17, gies ‘Address 
Hen no or amtnown) It yu, Give wor or das of servic) Si — 
ee 
a LH LT /, EZ Pla AIBA LLMLEX 


#8, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (J 


PART t. DEATH WAS CAUSED 8) 
IMMEDIATE Cause e 


* DUE TO 


Then please remove corbon papers. 


Conditions, if ony, which (b 
gove rise 10 immediote 


cote {0), stoting the under- ( DUETO Ghose Se 
lying couse lost. (el. 
Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(o)|f9. WAS AUTOPSY 


PERFORMED? 
ves [1] No ~~ 
200. ACCIDENT WAS UNDERLYING £)__ |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port It of item (8.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, : 20f. (City or town) (County) (Stote) 
Hour 0. m. While Nat while foctory, street, office bidg., etc.) 
p.m. f9 lot work [7] ot work [1] H 


TAH. WET. that | last saw the deceased 
5B m, fram the causes and an the date stated abave. 


W F] ar ADORESS (Street, city or town, er DATE SIGNED 
aos & aoe hae Z ‘ 


ote hos been signed by the ottending physicion and completely filled in by 


MEDICAL CERTIFICATION. 


the hospital or ottending physician. 


IR: After this certi 


fe} 
be'detoched for use os the buriol-transit permit. 


the registrar priar ta buriol, cremotion, or remaval, ond in any event within 72 hours ofter death. 


euscans VV /4 seus A? - We stem td . 


20. Fes CREMATION, @) DATI THEREOF OF CEMETERY OR oe, 72d. ip ( town, or county) {Stote) 
JOVAL (Specify) 4 ‘GS zy |" z a) 
Ld 4 o/O2 Ao Cin: LLILA - 


ie ER L DIRECTOR'S TLL i ADORESS ae REC'D BY Lz ab. REGISTRARS SIGNATURE 
Wise Ht tpl 2 KS oareJAN 27°59 | Cluthun f Aon 


‘6 


moy be retoi: 
TO FUNERAL 
page 3 should 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
- 485 CERTIFICATE OF DEATH 


cond 


00477 


Reg. Dist. No. 


~ Pos £ <== 
S Me 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insitution: Residence before odminsion} 

s . COUNTY oO. b. COUNTY 
e728 p= Carroll bre Maryland Balto.City 
iS ipraears y * Fb. CITY OR TOWN (If outside corporofe limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) Vs. 
¢ s2( Mm } RURAL ond give nearest town} : 4 
oF ee esville 2yrs,lOmos,l3fays Baltimore V 
¢é =. a. PN ale ea (if not in hospitol, give street oddress} d. STREET ADDRESS IS oe 
oo “a f. IN‘ UTION 
e s2 /- |_Springfield State Hospital 1531 N. Milton Ave. v5] No BY 
2 ke 5 3. NAME OF First Middle lot 4. DATE Month ry Yeor 
z 35 iopeetee Mi Ella Virginia Madigan -| Sam  Januery be ages 
ie 8 5. SEX 6. COLOR OR PACE [7. MARRIED [-] NEVER MARRIED [] [8 DATE OF BIRTH ver Gee [IE UNDER | YEAR] IF UNDER 24 Hes. 
= 3 ae F los oy) [Months] 0 in. 
3 3 ri Female White [wows ck  ovorceocy | Dées o Lb, 1871 BY Bea es Nee | epee 
2 e ae 100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g Sse during most of working life, even if retired) Baht: Ma U.S.A 
at A Housewife = O. Md. eke 
> ° 3 iy 3. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
= cee 
2 £85 Edward Egan Eimem Lyons 
2s § H 1, WAS DECEASED EVER IN U. S- ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT Addrens 
= Fees seen Eb ones Ot sere i 
B pes No a - Springfield Hospital Records: 

=e 3 
e 28 nd 18. CAUSE OF DEATH (Enter only one couse per line for (o}, (b). ond (<)-] INTERVAL BETWEEN 
vo = a5 PART I. DEATH WAS CAUSED BY: 
z 2s - HAs caso a, Cerebral arteriosclerosis Years 
= £e : 3 = ape DUE TO 
€ Soe Conditions, if ony, which 
3 RES Gove rise 10 immediote Wee 
= THs caute {o), stating the under- { CUETO 
ie. € ‘a ES 2 lying couse lost. ) 
“8 eeo z ee 

1. OTHER SIGNIFI 11 pTRI el T PART 1 19, WAS AUTOPSY 
ee 8] C.BYS SESSe With COPS wed SEV a LST EL POSES VE Uhh BUY ONO ES OPER EEE BAL FT 01/1. Wes autor 
goss $|_ Pulmonary tuberculosis, Oo of. ves [J NO 
= os 2 7 = 200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
3see & | OR CONTRIBUTING LI CAUSE OF DEATH 
<5 eee © [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
em io} § = }20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY |Home, farm, ; 20f. (City or town) {Count (State) 
wo SsOg Uv # ) 
S52 es a Hour 0. m. While Not while foctory, street, office bldg., etc.) ! 
EsErE Es p.m 19 fot work [J ot work (J : 
oS i o 
* es ame 21, 1 certify thot 1 attended the deceased fram February 23, 1959, to anuary 9») | 1927_ that | lost saw the deceased 
ae bi z 3 alive an PF, and thot death occurred ot 2 EM, fram the couses and an the date stated above. 
E*Os% ADDRESS (Street, city or lown, stote) DATE SIGNED 
DH : 
> : 2eNton a[Ko _up Springfield State Hospital 1/71/59 _ 
° on 
zizse  /| |aescuws Edmund Lusthaus, M.D. Sykesville, Marylend 
eet aad ——— ee 
BSED 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Md. LOCATION (City. town, or county) (Stote) 
O=S5e° ity) 
LaPes Burtt 1-10-59 Baltimore Cem, Balto. Md. 
R245 22,AUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ; 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
} 
3 ( : / 


Ba 
= 
2a 

a 


ONAN 7 2 '59 “Fost de. 


%, 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) Q 47 
_: 486 CERTIFICATE OF DEATH er 
5 il |] PLAGE OF DeaTH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before adminion 
2D i a. °. b. COUNTY 
ENS” Carro paar tide Ma and Montgomer Po 
. b. CITY OR TOWN [If outside corporote limits, wile | c, LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give neores! town) , 
a2 RURAL and give neares! town) hon 
2 ‘ = M Monrovia SO De a 
2 . d. NAME OF HOSPITAL {If not in hospital, give street address) §=YUEYS e d. STREET ADDRESS e. 1S RESIDENCE 
caer f ‘OR INSTITUTION. + ON A FARM? 
Sh pringfield State Hospital R.F.D. ves noo 
£6 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
Q- DECEASED OF 
a (ype or prin) Maude Mae Hurley oxley Dear Jan, 31 1999 
=e 5. SEX 6. COLOR OR RACE |7. MARRIEM(] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE tn yoo IF UNDER 1 YEAR] IF UNDER 24 HRS 
° 2 «| birthdoy! Months| Do i 
S6 Female White |woowe —_ ovorceo “89 ee see fee ‘t 
— a 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 1}. SIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
82 during most of working life, even if retired) 
Re Housewife iit ms Purdum, Md, U.S.A. 
bes 8 —1]13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
55 
Ze Harry Hurley Rosie Brown 
£8 ¥ 1g, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
£ MP ENS caries) fin dhce mb oe tate Spel 3 
of Yo Tag None Hospital Record 
&8 
ea 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 
za PART |. DEATH WAS CAUSED BY; are oie tage 
4 § IMMEDIATE CAUSE (0). a 
££ / i. DUE TO s 
* 
se Conditions, it ony, which o a e Yrs. 
ge gove rise to immediote 
53. couse {o), stoting the under, ( DUE TO Metastasis ° Years, 
z 


couse lost. w_C.B.S. associated with cerebral arterioldeerosis 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. ie suropsy 
eae a ME 
yes] nol) 
200. ACCIDENT WAS_UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Part Il of item 1B.) 
‘OR CONTRIBUTING E] CAUSE OF DEATH aif 
(IF EITHER, NOTIFY MEDICAL EXAMINER) é- 
“ieee 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {(Stote) 
eet oe a White iol white factory; street, office bldg., ete.) ! 
Pm. 19 lot work [J ot work [J 


21. 1 certify that | citended the deceased from... 3= Oe. eae 5 1955_, to___s Mea 3k. 1959 thot I last saw the deceased 


olive on. Jans, 31, . noes, ond that death accurred othO-15' , fram the causes and on the dote stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


z 
Q 
= 
< 
my 
= 
= 
ts) 
2 
< 
e 
6 
3 
= 


he hospitol or ottending physician. 
After this certificate has been 


ACTUAL 
SIGNATURE. 


*: 


page 3 shauld be detoched for use os the burial 


PHYSICIAN'S , 
NAME (Type) JS@ Kamm ns UCU ER ECs ee ae 
220. BURIAL, CREMATION, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, or county) (Stote) 
REMOVAL ee 
Buria Feb.3,1959 | Montgomery Meth Clagettsy € 6 
vy Sigal URE. butte der ‘2da. REC'D BY REGISTRAR ‘2ab. REGISTRAR'S SIGNATURE 
Gaiosr Se EA amascus, Md. |,&B3 '59 2, 


x 


the registror priar ta burial, cremation, or remavol, and in any event within 72 hours ofter death. 


may be retain: 
TO FUNERAL D 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs after death: Page 4 


xg 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


om 


487 CERTIFICAT 


; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


E OF DEATH 


00479 


Reg. Dist. No. 
~ af = 
ea 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceored lived. If institution, Residence before edmision) 
2 af Bilge ag maryiann |} °& STATE b. COUNTY j 
mee fi Ca Q N 
£3 b. CITY OR TOWN {If outiide corporote limits, write | ¢, LENGTH OF STAY IN Ib || ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g 3 RURAL ond give nearest town) i 
. =] 


Rockville 


P NAME OF HOSMTAL TE not in hoipial, Give stieet oddress) 
OR INSTITUTION 


d. STREET ADDRESS 


e. 1S RESIDENCE 
ON A FARM? 
ves] Noy 

= = = = 


Yeor 


Doy 


Pages 1 and 2 should be filed with 


pring field a Hospita Great Falls Road 
3. NAME OF First Middle lost 4, DATE Month 
DECEASED Bh 
{Type or print) Mia 0 A rt hu MUNGER DEATH 
5. SEX 6. COLOR OR RACE |7. MARRIED [) NEVER MARRIED [-] |8. DATE OF BIRTH 
Male White WIDOWED] Divorced [7] Dec ae D, 1872 857), 


9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 | HRS. 


Min, 


bogs 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
sins most of working life, even i ratired) 


11, BIRTHPLACE (Stote or foreign country) 


13, FATHER'S NAME 


carbon papers. 
jer death. 


Onn £2) 


F 


Virginia, UsSeAe 


U.S.A. 


" CITIZEN OF WHAT COUNTRY? 


4, MOTHER'S MAIDEN NAME 


Eliza Hoffman 


wey DECEASED EVER IN 


unknown) 


ARMED FORCES? 16, SOCIAL SECURITY NO. 
UH pe, give wor oF doles of rervice} 


17, INFO 


bemaq 


RMANT 


679-22-61084 | Record: Springfield State Hospital 


Address 


INTERVAL BETWEEN 


Bays"? DEATH 


4 
3 
Hy 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] 
a PART I. DEATH WAS CAUSED BY: Bilateral Bronchopneumonia 
§ IMMEDIATE CAUSE (o]_ 
= ¥ DUE TO 
rv 

Conditions, if ony. which a 

gove rf. 

couse (0), stoling the ynder- (| OVE TO 

pl Bae AL ic) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Jo) ] 19. Bie AUTOPSY 
C.BeS.due to arteriosclerosis with psychotic reaction 


RFORMED? 


R: After this certificate has been signed by the attending physician and campletely filled in by 


olive on_ 


detached far use os the burial-transit permit. 


the registrar priar to burial, cremotian, ar remava!, and in any event within 7; 


© 


ear , 

£ § - To. BURIAL, — ‘7b, DATE THEREOF Mc. NAME OF CEMETERY OR CREMATORY 

ret; = butte 
- 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


‘24a, REC'D BY REGISTRAR 


oate JAN 2 0 '59 


Robert A. Pumphrey, Bethesda, Maryland 


, and that death accurred at L0210Fy, from the couses and on the dote stated obove. 
ADDRESS (Street, city or town, stote) 


Springfield State Hospital 


5 

2 3 

= 3 vest] NO] 
2 = | 200. ACCIDENT WAS UNDERLYING []_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

3 s OR CONTRIBUTING 1] CAUSE OF DEATH 

§ © (IF EITHER, NOTIFY MEDICAL EXAMINER) id 

s 5 a 

3 & |2%0. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stole) 
oe 3 Hour 0. m, While Nolinile, foctory. street, office bldg.. etc.) | 

os = p.m. 9 Jot work [) ot work [J t 

H 21. | certify thot attended the deceased fram__AUgust O _ ,1928_,t0 Jan 1B , 199.9_,that | last saw the deceased 
° 

= 

= 


2d, LOCATION (City. 
Beallsville ‘ 


Rab. REGISTRARS SIGNATURE 


town, or coun! 


DATE SIGNED 


1-18-59 


(Stgte) 


Marylan 


OnKkbua_&. 


add A, 


= 


1B. CAUSE OF DEATH [Enter only one couse per line for {0}. (b}. ond (c). j INTERVAL BETWEEN: 


1 ; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 0 48 1) 
t 5 “1 
ZB 28 CERTIFICATE OF DEATH ices ae 
$ i ae niaGHer DEATH a UsuAL RESIDENCE {Where deceased lived. If institution: Residence before odmission) 
+3 ba Ao b. INTY 
sf My Carroll MARYLAND Maryland sist 
. re = b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) J 
55 z RURAL ond give nearest town) 3 ; : 
32 Henryton 1,506 days Baltimore VO v 
om é d. NAME OF HOSPITAL (If not in hospitol, give street oddress) | d. STREET ADDRESS @. 1S RESIDENCE 
OB OR INSTITUTION ‘ON _A FARM? 
oie Henryton State Hospita 1669 W. North Avenue ves E]_ Nox] 
4 
Kk) fe] i i 
‘ad Esa hod ; First : Middle tost eng Month Day Year 5 9 
3 eer Johnnie Myers DeATH  Janua. 22 9 
i 5. SEX 6. COLOR OR RACE 17. MARRIED Gi] NEVER MARRIED [[] |B. DATE OF BIRTH 9. AGE {In yeors {IF UNDER 1 YEAR] IF UNDER 24 HES, 
3 fost birthdoy) F Months] Doys | Hours | Min. 
Fy Male Ne gro wibowed [-] pivorceo (] August 225 1922 6 on. 
ae 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CIIZEN OF WHAT COUNTRY? 
g 8 during most of working life, even if retired) 3 
c® None South Carolina USA 
8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
rob. ‘ 4 
ey Isaiah Myers Martha Robinson 
g 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
€ I (Yes, #0. oF unknown) {It yes, give wer or dates of service) 
4 No 248428 =6 ohbnnie Myers - Patien 
3 


ONS! 
3 IMMEDIATE CAUSE o)_Far advanced bilateral pulmonary tuberculosis ir ears 


PART I. DEATH WAS CAUSED BY: a en 


DUE TO 
Conditions, if ony, which (ol 
gove rise to imm 


(o}. 


DUE TO | 
{s) 


fransit permit. 


the registrar priar ta burial, cremation, af remaval, and in any event within. 


‘OR: After this certificate has been signed by the attending physician and campletely filled in by 
Then 


PHYSICIAN'S E o M © 


€ 

oO 

2 3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 

x qe 

£ = yes} Not] 

ag. Vv 

262 = [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

ne 5 | rt Rar aca ete 

ed 6 NER) 

pcs 

Bee rd eae AERP RE 7 

Cae) & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote} 

eee 3 6 Hour 0. m. While Not while foctory, street, office bldg., ete.) ! 

$2 3 pom. jot work [1] ot work [1] H 

ms 

aes 21. | certify that | attended the deceased fromDecember_8__, 194 __, toJanuary..22 , 19 59 that | lost saw the deceased 
2 a . 

ri 3 olive on January 22 Lb Me and that death accurred ot LL: 45M, from the causes and an the date stated above. 

£62 ADDRESS (Street, city or town, stote) DATE SIGNED 

x ACTUAL Ake , Cae GZ 

3 ACU, (4-0. Mens Caenp  F7,4) MD. . 

Rs 

o 

3 

& 

> 

3 

e 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death? Page 4 


3 
< 2 NAME {Type} Maculans, M. De, Supt. | 
by Zo. BURIAL, CREMATION, | 22b. DATE THEREOF _ Ne. r ’ jty, tow ui 
Zz 3 0. TEROVAL Enon , QL 7 te. eer GEME! pu) Aya Wott [re in, OF CO) mtr) Mme 
S 2 [= 6 £ toe 4 dar OA A/S oO Ke. ¢ 
- E t if, ADDRESS fs : 1 24a. REC'D BY REGISTRAR | 24b/“REGISTRAR'S. Scnature 
veins OL praart lé 3! Arecd Hl food owt 27°53 ee 


1s 
FOR STATE 
reeree DEPT. 


Page 


files. 


or. 
f 


If any delay is necessary, please 
zs 
i 0 


form PM3. Page 5 may be retained { 


ond 3 ta the funeral ¢ 
. File poges 1 ond 2 with the State Boar 


within 72 hours ofter deoth. 


Give Pages 1, 2, 


atang 


i 


= 
a 
< 
9 
2 
5 
) 
° 
* 
6 
SJ 
© 
2 
FS 
2 
2 
> 
3 
3 
a 
” 
© 
o 
o 
a 
g 
° 
i 


£ 
2 
H 
° 
3 
g 
3 
E 
tS 
= 
° 
€ 
a 
3 
= 
§ 
3 
2. 
5 
3 
2 
8 
a 
o 
° 
ad 
$ 
o 
2 
2 
3 
> 
6 


in pencil in Item 


ig the word “pending” 


ded ta the Chief Medicol Examiner's 


4 should be |. 


TO FUNERAL 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 
execute the 


< 
a 


ASME 
5M 2/57 


¥s 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 ASt 
MPRICAL EXAMINER’S CERTIFICATE OF DEATH 


SN 
< Carroll MARYLAND 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


‘0. STATE Marylend b. COUNTY Balto. City. , 


B CITY OR TOWN 1 euidecerporate bin, ie URAL ©. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) | 
Sykesville lyr. Sos. 22dats: Baltimore JV ear a 
Sind d. NAME OF HOSPITAL OR INSTITUTION (If nol in hospital, give street address} d. STREET ADDRESS e Brae 
Springfield State Hospital __17l) Aliceanna St. ___ ss) Not 
3. NAME OF a fra Lott a DATE z Month Dey —Yeor 
{Type or pret Teresa Jadwiga Slowik Ornstein cram = January 20, 19 59 
5. SEX 6. COLOR OR RACE ]7- MARRIED [] NEVER MARRIED []|8. DATE OF BIRTH % rae a Years 
Female White wioowen By pivorceo [) September 235 1843 85” ys. | 


100. USUAL OCCUPATION nos Kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE. {State or fareign country) 


during most of warkj 3 lite. even if retired) 
House’ - Poland 
‘13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME i 
Thomas Slowik Regina Wilk 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT a ? 
m0, oF unknon fon Geikeea Gok: agile 
No - - Springfield Hospital | Re 


18. CAUSE OF DEATH [Enier only one couse per fine for (0), {b), and (c). in INTERVAL bE rst 
PART |. DEATH WAS CAUSED BY: 


ae IMMEDIATE CAUSE (o) _Bronchopneumonia = _ Days _ 
AT/ X DUE TO 


Conditions, if ony, eo (b). 


gove rise to immediote couse 
fing the underlying( OVE TO 
couse fost. - {e. — =" 


pyse eee anal Cc ere “Bes ae eas CAE PPeros eters Secovqanes IN PART 1(c)/19, WAS AUTOPSY 
ID hides: c¢ reactions ractire ee emus Ys%] Nog 
Reena. INAL Ne o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port t or Part Hi of item 18.) f 
CAUSE OF DEATH. 


‘20c. TIME OF INJURY 


b 


“T2od. INJURY OCCURRED 


Hour 6. m. While Not while 
p.m. 9 ‘ot work [1] of work 1] 


21. | certify that | taak charge af the remains described abave, held an Autopsy &. Inspectian &). Inquiry EX}, and in my 


esulted from: Natural causes [[}. ai [1 Suicide (J, Homicide (J, Undetermined manner [] 


20e. PLACE OF INJURY (Home, form: fe {City or town) (County) (Store) 
foctory, street, office bidg.. e! 


Month, Day, Year 


DATE SIGNED 
mp, CHIEF MEDICAL EXAMINER [] 


£ ASSISTANT MEDICAL EXAMINER [—] 
o “ J ames T, Marsh, M.D. DEPUTY MEDICAL EXAMINERTO) Y20/' 59 
Fie. BURIAL, CREMATION, |22b. DATE THEREOF an NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City tomnar.cubly) | oe “* 
fms Specity) : 7 , 
Sania) St. Stanislaus Baltimore, Maryland 
— RECTORS % 3 i ADDRESS ‘24a. REC'D BY REGISTRAR (2M. REGISTRAR'S SIGNATURE 
y Fes Bo ar ee. 1608 EASTERN AVE oa AN 21 '59 Onthan &, Foaua 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


1 


00482 


Name(s) ___EGmund Lusthaus, M.D. _Sykesville, Maryland 


moy be retai 
TO FUNERAL 
poge 3 should 


70. BURIAL, CREMATION, Wb. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (Store) 
Vy city} 
Bur T” pan.23,1959 Mt, View Purdum, Md 
OO TS IGNgTU Md eae Ma Da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
% cus g 1rQ Soe, 
eat) ' rd U ’ ~ cate JAN 2 3 '59 Onihen £4 


| oe iM \ on Reg. Dist. No. 
s SF 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before admission) 
o 8 _A|* eure ©. STATE b. COUNTY 
- 33 Carroll MARYLAND Maryland p Montgomery 
2 Bs b. CITY OR TOWN [if outtide corporote limits, write | c, LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 is RURAL ond give neorest town) Pe J 
ee Sykesville 10mos .9days Damascus 15 Ke a 
3 _ | ERAME OF HOSPITAL (Trot in spiel, give sreet oddres) cd. STREET ADDRESS «1S RESIDENCE 
oO é 
z i pringfield State Hospital - ves] NODE 
2 3. NAME OF first Middte Lost 4. DATE Month Day Yeor 
€ a (Type or print) Essie Hallon Sheckles: Poole ofr = January 20, 1959 
Efe st 5. SEX 6. COLOR OR RACE [7. MARRIED [NEVER MARRIED [] | 8. DATE OF BIRTH 9, AGE (In yeors [FUNDER | YEAR] IF UNDER 24 HRS. 
= oF lost hdoy) | Month: Tar * 
ES ag I Female White wioowen [] pvorceo] | March 2, 1875 Ro Pee | oem ee | aes 
3 & a> 100, USUAL OCCUPATION {Give kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Ri if ae gee myo life, even if retired) Maryland U s A 
3 tes 2 dere 
2 5 2 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 <t? 
seat Stansbury Sheckles: Rachel Barber 
2 $ 28 15. WAS DECEASED EVER INU, $. ARMED all SOCIAL SECURITY NO. |17, INFORMANT Address 
= $ee {¥en no oF unknown} IIE yer, give wor or dates of service) 
e & ly: a 
3 og ek ° - Springfield Hospital Records 
A 3 Sie 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c).] SES eel ae 
3 205 PART 1. DEATH WAS CAUSED BY: 
2 85 a Faz MEDIATE CAUSE fol Branchopneumonia ‘Days 
3 cars z 411 X DUE TO 
2 > 4 Conditions. if ony, which bl 
3 BES gove rise 10 immediote 
cS. AESELE couse {0), stoting the under. ( DUE TO 
OF ne 2? lying couse lost. (@. 
£825 
S365 ra Paps Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING IQ OCATH-BUT, TE ET , ‘ONLI IN PART 1(0}|19. WAS AUTOPSY 
Bp825 at C.B.S.assoc.with cere CLP ORES tr PUe BepeRSe teva ee eres ar ©) rent 
y Srecay 
efS08 Ols ves (No: 
Fotsh & [200 ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Wof item 18) 
aes & | OR CONTRIBUTING () CAUSE OF DEATH 
2 3 6 JF EITHER, NOTIFY MEDICAL EXAMINER) 
Z Bees G [20c. TIME OF INJURY Month, Dey. Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stole 
= id 93 6 Hour o.m, While Not while foctory, street, office bidg.. etc.) ! 
eee. = p.m. lot work (J ot work [J H 
= os 
2 es 21. | certify that | attended the deceased from.March 11, __, 19.58, to January 20, 1959 that i fost saw the deceased 
Zsizs : 
$4 23 35 alive on. January 20, 1 eee and that death occurred at_.62 00M, from the causes and an the date stated above, 
E =6 Bo ADORESS (Street, city or town, stote) DATE SIGNED 
we) TUAL 
<> : $tthne CA Urol wo, Springfield State Hospitad V/21/59_ 
Ci ge 
PEPE: 
= = 
= 3 
3 2 
= Pe ge 
° 3 
2 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thal the death certificate be executed within 24 hours after death: Page 4 


oad 
sy 


funeral director, 


Id be filed wi 


« 


a 


Pages 1 ond 


fter death. 


Then please remove carbon papers. 


i or attending physician. 
‘OR: After this certificate has been signed by the attending physicion and completely filled in by 


the hospi! 
detached far use as the buriol-transit permit. 


the registror priar ta burial, cremation, ar remaval, and in any event within 72 he 


© 


may be retain 
TO FUNERAL LC 
page 3 should 


VS ATS (4) 
15M 9/SS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
494. CERTIFICATE OF DEATH 


00483 


Reg. Dist. No. 


A Eee = ged page ce {Where deceased lived. If egal Residence before odmission) 
Carroll MARYLAND Maryland » COUNTY Washington 
b. oy Cond gia gisceichrnorcle limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporote limits, write RURAL ond give nearest town) f 
BrReavitiee” 3hyrs .lmo.9dats Hagerstown ; : ‘ 
d. NAME OF HOSPITAL (If not in haspitol, give stree! oddress) d. STREET ADDRESS = RESIDENCE 
ORNSTTUION ed State Hospital zs | Yes is ‘no 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
Tice or ie) Pearl We Presgraves. DEATH Jamary 19, 19 59 
$. SEX 5 LOR OR RAI v2 B. DATE OF BIRTH. 9. AGE (In years jIF UNDER | YEAR/IF UNDER 24 HRS. 
Female | ““ihtue [7 mnetiwee me iach 2h, 1688 | syne 
100, USUAL OCCUPATION ind of work done|10b. KIND OF GUSINESS OR INDUSTRY [11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
d in most of working life, even if retired) 
sewor: Virginia UeSehe 
13. FATHER’S NAME 14 MOTHER'S MAIDEN NAME 
John J. Bowen Lucy Ve Case 
Matec. batter sacha nk 16. SOCIAL SECURITY NO. | 17. pied iclRee A Address 
“Vo = - Springfield State Hospital Records 
1B. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), =a {o)-] a , INUEEYAL RET WEEN) 
TART DEATH MEDIATE CAUSE fo Generalized neoplastic disease Years 
*é if) DUE TO 
Conditions, if ony, which (by 
10 immediote DUE TO 


{e). 


= any os THER TEED Ss Ringtes TEIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY 
8) Schit re Mn, HebEpArente type. (0) Ne PERFORMED? 
$ = O noX] 
= | 200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Ii of item 1B.) 
& | OR CONTRIBUTING LC] CAUSE OF DEATH 
U [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
Si 
& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (State) 
ray Hour o. m, While Nai dil factory, street, office bldg., ete. )! 
2 p.m. 19 fot work (J ot work] ‘ 
QO Q 
21. | certify that | Stange the decegsed from_UCtober <0), Wee » to. January 2, \9.27_,that | last saw the deceased 
alive on_ 1 ? _, and that death accurred ot, ‘AM, from the causes and an the dote stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL _ Springfield State Hospital 1/19/59 
RAN ONG: Got acne WD: CSE a Eee aoe Sen ne eek ee eee A 
PHYSICIAN’ 
ase re Edmund Lusthaus , wae DO gs aa Mein 


as ANIQ a Gun, mo Stote) 


2b. DATE THEREOF 
Ai iat (Sec 
ai BY SES iy bas 7 Zilog - 
oe GIO ZILLA REC'D BY REGIST®AR | 24b. ee $ SIGNATURE 
ae DM pare WAN 2 TSS | Cth fo Hea 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00484 
492 CERTIFICATE OF DEATH aR: 


lt 


eae ei 
23, 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution; Residence before admission) 
ty i ee b. COUNTY 3 
se } “Carroll nd Fre de ky 
Be b. CITY OR TOWN (IF outside corporole limits, write oy ae a at OR TOWN (If outside corporote limits, write RURAL ond give nearest town) , 
52 RURAL ond i. nearest town} . af 
4 Rural) Sykesville Sal isda ; ederick °A4) 4 
$3 c d. ORINSTTUTION {If not in hospital, give iin ge d. mae ADDRESS: e. Agere 
* INSTITUTIO : 
“ eh. Strte tts sitar 
ies SPRING il 514_£, Third Street vs NOx) 
5 3. NAME OF First 
oS DECEASED 
3 (Type oF print) 
o 
5. SEX 6. COLOR OR RACE |7. B. DATE OF au 9. AGE (1 
é LOR OR RAC! MARRIED [_] NEVER MARRIED oD ind Atta eee iy 
Ma Je thi te wivowed Bi] Divorcep [) TS a OR 99 


10. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (Stote or foreign ant 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


abore ~ Maryland TS .As 
13. FATHER’S NAME 14, MOTHER'S IDEN NAME 
rf Unknown Ploy UN atid 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes ne. oF unknown Uf yer, give wor or dates of service) 


nown| Records-Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (6). ond ()-] INTERVAL BETWEEN, 


Then please remave carbon papers. 


T AND DEATH 
__ PARTI DEATH MASATokUse jo__ Acute myocardial infarction urs 
- 4 DUE TO 
Conditions, if ony, which Chronic myocardial infarction Years 


gove rise to immediote DUE TO 
couse (0), stoting the und: 
iiipmatiiterie? «Coronary arteriosclerosis 


Parr Il. OTHER SIGNIFICANT “Synd: CONTRIBUTING TO DEATH BUT NOT ween THE ia NAL DISt ie INDITION ofs Yur (0) |19. WAS AUTOPSY 
a 
Ds 


Ch ronic Brain syn Tees associate W: rou ory ane 5 aR 
tl S nO 


200. ACCIDENT Was UNDERING oO ‘2b. DESCRIBE HOW INJURY ocauRRE: {Enter aa of injury in Port | or Port Il of ier 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ra 
Q 
re 
< 
i] 
= 
= 
& 
& 
uv 
< 
5 
2 
= 


20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} {Slote) 
Hour 0. m. While. Not while foclory, street, office bldg., etc.) ! 
pom. 19 fot work [J of work [7] H 


21. | certify thot | ag the deceosed from.__.July18._., 19.67, to January 6 19.3Q.thot | last sow the deceosed 


9,-5.8, ond that death occurred ot 12.230N, ‘fram the couses ond on the dote stoted obove. 
ADORESS (Street, city or town, stote) DATE SIGNED 


R: After this certificote has been signed by the attending physician and campletely filled in by 1 


he haspital ar attending physician. 


olive an__aJ. 


be Getached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs-gfter death. 
e) 


Bs 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


yes | MD. Wo 
$22 hantine) Walter Kno mel ry] 
4 Zz 7 Tic. NAME OF poe ‘OR CREMATORY 7d. TOCATION (City, town, or county) {Stote} 
gag SOA Er Jan. 10,$59 | Mt. Olivet Cemetery Frederick, Maryland 
s ms a 23. fuses y GS E3he hig WA Frede ak. Waren fe REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Yeu 10/s7 Les g e ’ ry. DATE yen g  '59 Cnihun 8. Piniaes 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 AS 
493 CERTIFICATE OF DEATH : 


Reg. Dist. No. 


~ se 
= 3 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceared lived. If institution: Residence before odmission) 
Eee e °. b. COUNTY WA 
oer MARYLAND 
© 32 PAIE Pr etted 
= Pe b. CITY OR TOWN [If oulside corporote limits, wrile | c. LENGTH OF STAY IN Ib €. CITY OR TOWN, (If outside corporate limits, write RURAL ond give neares! town} 
8 os RURAL jive nearest tow Y “jf 
fy 5 LAMALAL. 2 LEY » PE 
2 3 |. NAME OF HOSPITAL (IF not in hospitol, give street address) STREET ADDRES e. 1S RESIDENCE 
ces 0 B INSTITUTION : i 4 ON A FAPM? 
aa gq yes 2) No Jat 
5 
° ct 
2 £5 7 NAME OF First Middle lost . DATE Month x 
ee i DECEASED NOD ia i re OF = pe eee 
Sos eg 
S33 (hype & pein A D LLLALPSOM oo Sax 27 ies 
= J $. SEX y |6. COLOR OR RACE | 7. 8. DATE OF BIRTH GE {In NF UNDER ? YEAR] IF UNDER 24 HRS. 
: ze e M MARRIED [} NEVER MARRIED BiG ‘ $ ine ApH ei ; ate 
sa srruade.| Ap LeLe moony toons | Daud 73, J) Peel | 
S € Wo. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR IND Fry | 11 /BIRTHPLACE (Stote or forgign counfry) 12. CITIZEN OF WHAT COUNTRY? 
3 8 during most of working lifeyeven it retired) 
os / a Ts Miah SLE Pt OR: S 
+4 13. FATHER)S NAME 3 14. MOTHER'S MAIDEN NAME 

ae | y Merete) 
2 8 | , : 
g of ZA Le. LL. (ANAL a GHttt) CfA 
& = TS. WAS DECEASED EVER INU. S. ARMED FORCES? |16. SOCIAL SECURITY 17, INFORMANT Addrofs 
: f¥es_ ne, oF unknown) {It yes, give wor of dates of rervice) y me yy ‘ff, ( 
8 Les = Le - Cy peavlll. Kf, 
3 18. CAUSE OF DEATH [Enter only one couse per line for (0), E Wy, aRien ent BEIWEEN 
7 PART |. DEATH WAS CAUSED BY: ir, 
2 “ae IMMEDIATE CAUSE (0} 
£ B3Ix : 
a . +i DUE TO 
= Conditions, if ony, which (b) 


Gove rise to immediote 
couse {0}, stoting the under- 
lying couse lost. ) 


ires 


DUE TO 


ICIGA. 
tificate hes been signed by the attending physic 


fetached for use os the burial-tronsit permit. Then please remove carbon papers. 


the registror prior ta burial, crematian, or removal, and in ony event within 72 hours-ofter death. 


3 
o 

= 

x: Past Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTORSY 
o's ; 

ce 2] 

6 yes(} no] 
ahs 


200. ACCIDENT WAS UNDERLYING [)_[ 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part lar Part I! of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20, TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED  ]20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour 0. m. While _ Net while jecieurastyeel cece Glug ger) 
p.m. 19 Jot work [J ot work [] zh 


21. | certify thét | attended the deceased from._Mgr3@___, 198, , t0._ Mie Ff... \2Z,thot | last sow the deceosed 


jis cer 


MEDICAL CERTIFICATION 


After thi 


he hospital or altendi 


z 

= 

2 

a 

s 

4 

oe 

° 

£ 

S if as Aa 

Zee olive on___ 47291 f= AT) ~, pnd Jhot geoth occurred ot ___AC , from the causes and on the date stoted obove. 

Fs Y y E S (Street, city |. stole) DATE SIGNED 

< r AcTUAL g IZ g Ma ; 

6 wee 2 SGwatur LPDLALLA 7 G/tCs Beal . le 2 
£2 / =? WZ 

29542 PHYSICIAN'S 2 ; “Oy 

exe NAME (Type) REL M LIAS (LA ee Z 

a 28O ‘Mo. BURIAL, CREMATION, | 226. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Z2d_ LOCATION [City, town, or county) (Slote) 4 

2 ape REMOVAL (Specify) “G ye v ? ff v z COLE fe , bn 

o Foe Ae = - LED TAUB CLA BLACCALEL VAL) Z or 

ee 73. FUDERAL DIRECTOR'S SIGNATURE, A06 24a. REC'D BY,RGGFSTRAR | Zab, REGISTRAR’ SIGNATURE 


Tsu 1005? Re wet GP). Aitifi¢ £} Le fi \bae * 
a g 


— 


era! direttor, 


Poges 1 and 2 & be tiled wit: 


ate be executed within 24 hours after deoth: Page 4 


Then please remove corbon popers. 


ion. 
the registror priar to burial, cremation, or remavol, ond in ony event within 72 hours ofter death. 


R: After this certificote hos been signed by the ottending physicion ond campletely filled in by # 


he hospital or attending physi 


¥ 


poge 3 should be ‘detoched for use os the buriol-tronsit permit. 


moy be retoine: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thet the death cer: 
TO FUNERAL DO! 


VS AIS (4) 
15M 10/57 


ji 


/ 


I 


0 
X 


rw 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ny ASS 
, 
494 CERTIFICATE OF DEATH a at: 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, W instiiuli 
©. STA ? 


o. COUNTY Carrs if MARYLAND Davy ee oe Mont gataer 


b. CITY OR TOWN [If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TO! (If outside corporote limits, write RURAL ond give nearest! town! 


ales 7H Ste, Sho | Chey ut Fo we Ve 


Residence before admission) 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. 1S RESIDENCE 
OR INSTITUTION L - ON A FARM? 
pringfield Hospita R. Fs. Dy ves] Nox] 
3 NAME OF First Middle tot 4. DATE Yeor 
tree Co) AVence Ww Kogars, Sr.| bam 19 Sf 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED oO B. DATE OF BIRTH 
‘ath [eA nmeres GY _oworceo 2] May—4; 1885 
10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during masl of working life, even if relired) ‘* . nye 
Dairyman -~ Dairy- SEA “us fA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William H~Rogers “EhMily 7? 
1, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address 
fet. 0, oF unknown) (UF yes, give wor or dotm of service) 
No — Suet None- Hks, Mavy Massburg CelauhGgher) Craps ung Ald 
18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b), ond (c)-] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (o). ZA “) 210 sclerdie € avd fo vascalye Arseas 


aX DUE TO 


Canditions, if ony. which ml e aukref, ref a the vr'0 sc feress 
gove rite to immediote 4 
couse (0), stoting the under. { DUE TO 


lying couse lost. ij ee Be zy S. tte f/f cfs 


Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 


. PERFORMED? 
Chronute Praru syadpome asscculed with seu: ves (NOG 

20a. ACCIDENT WAS _UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 

OR CONTRIBUTING 1) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 120F. {City of town) {County) (State) 
Hour 0. m. While. Not while factory, street, office bldg.. etc.) | 
p.m. 19 at work [J ot work] : 


21. | certify thot | attended the deceosed from. 4etg . 2, 19.5 to Jntes 34, 19.57, thot | lost sow the deceased 
olive Onc I 19.67. _, and thot deoth occurred ot__/ i/¢/1M, from the couses and on the dote stated above. 


ane y ADDRESS (Street, city or town, state) DATE ps? 
F 
‘720. BURIAL. CREMATION, 72d. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION (City, town, or county) (Stote) 
puerar” | 2/4 
uria 59 Darnestown Church Darnestown, Maryland 


FUNERAL "ta Sp ren ODI \ do. REC'D BY REGISTRAR = | 24b. REGISTRAR'S SIGNATURE 
reat G&L lms - Bled Galbinh, oat FER § 59 | Cxthan £ Honus 


con 


ith 


\ 


4 


neral director, 


id be fil 


® 


Poges } and 2 


The low requires tho! the death certificote be executed within 24 hours after deoth. Page 4 
Then please remove corbon papers. 


te has been signed by the ottending physicion and completely filled in by 


TF 


is cer 


letoched for use os the burial-transit permit. 
the registrar priar ta buriol, cremotion, or removal, ond in any event within 72 hours after deoth. 


may be retoined by the hospitol or attending physician. 
IR: After thi 


poge 3 should 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
ied 


TO FUNERAL Dis 


VS AIS (4) 
15M 9/38 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 } 0 4% 7 
495 CERTIFICATE OF DEATH ei 


4 be RESIDENCE (Where deceased lived. If sninstian gy Sere before odmission) 
o b. COUNTY ¥ 
ANS fat VPN iar 


. CITY OR TOWN (If dugide corporate limits.write RURAL and give nearest Town) 


VWAZtatk, Hippohogrlle 


1, PLACE OF DEATH 


NA Da MARYLAND 


b. CITY OR TOWN (If oytside corporate timits, write 
RURAL | J give neargst town) 
A 


¢. LENGTH OF STAY IN 1b 


cS Zo fl 
C22 


DRESS // «. 1S RESIDENCE 
“ ON A FARM? 
Sa a coe mee re: LEDS LAL yes (] No—j— 
oA Cr First Middle lost 4. DATE Month Doy — 


hing Vai tama Zi be 7 OCLME ma : 9 S < 


5. SEX 6. COLOR OR RACE | 7. ple NEVER MARRIED []] vO OATE OF BIRTH Sine IF UNDER 1 YEAR| IF UNDER 24 HRS. 
LA *: 4 pit birthdoy) [Months] Days | Hours] Min. 
Stitt Ze __\wivowen (2 dvorceo T] Cites Be a’ 0 


ISUAL OCCUPATION ie kind 3 work ie] 10b. KIND OF BUSINESS OR INDUSTRY a STHPLACE {State or fareign cour 9 12, CITIZEN OF WHAT COUNTRY? 
fdyring mast af working life, even if retired y 
3 x Def 4 tL Ld pf) VLD LO fot Ae 


I (oo 9 a EI MOTHER'S MAIDE mE 7 = 
fh lt A L, 2 BAA L. Z 


fis wes t Beceasro SINT. S mace FORCES? 17. INFORMANT ‘Address 
(Yer, no, oF eae {ME yes, give wor or dates of vervice) Lh WE Vi 
Ce kiniecl— flitlllpie. Li 5A 


18, CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond ().] w INTERVAL Between 
PART I, DEATH WAS CAUSED BY: 
j : IMMEDIATE CAUSE (Oh Sado) NURIA "aan [YA SP 
of DUE TD C\ 0 N 
#y ‘ / 
Conditions, if ony, which wh ITCK OP gt A MA Z b [AA1g 
gove rise la immediate = 
cote (0), stoting the under: ( DUE TO ( 
tying cause last. (). 


é Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
fe} (01) 19» PERFORMED? 
3 ves [-] No b- 
& [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il of item 16.) 
& J OR CONTRIBUTING L) CAUSE OF DEATH 
© | UF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Dey, Yeor [20d. INJURY OCCURRED | 20e. FIACE OF INJURY [Home, farm, | 20f. (City or tawn) (County) (Stole) 
a Hour o. m. White Rot enily. foctory, street, office bldg... etc.) | 
= p.m. 19 Jot work [7] ot work [7] Hl > 
21. | certify. that | attended the dece: Tom, A\t 2 £, 19 Ly to oe QD; 19 ve at | last saw the deceased 
alive an_. rR AA <}-9--—— WI =, fod thgt death occurred gh! £ xu, Hibs the ae and on the oy stated above. 


( we Ld () ih ADDRESS (Street, city o lawn, site) TE SIGNED 
titin TOD LALO Pld 
ows Dr E ReeSe Wh pe 


‘a. BURIAL, cee IC) . DATE ey, 2c. NAME OF CEMETERY OF CREMATORY ‘22d, LOCATION (City, town, or county) (Stote) 
ie MOVAL (Specify) 4, 
Linea Y , Mpa, Vil 1 JL ijdtd is a. tui - 
23. Fi 
Vv) 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


DATE: a) 50 ad Fe ¢ 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 OC4SS 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


FOR STATE Reg. Dist. No. A 
HEALTH DEPT. 1, PLACE OF DEATH “£95 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before odmission) 
ts . COUNTY 
g8.2 2 Carroll maryiano || ° "“"ia ry land * ST Cae 
a*2 £ B. CITY OR TOWN W eoride corporate min, ite RURAL ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
Bent ‘ond give neren town) 
Sao Rural, Nr. Taneytown 30 Yrse \X Rural, Nr. Taneytown a 
a 2 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) yd, STREET ADDRESS. Mailing Address e. ay 
Bis i f ea i 
apps 4 Mailing Address, Littlestown, Pa, Rel Llittlestown, Pa, Rel 
seve = J - ss 
25 3s 3 3 3 phkdee First Middle Lost 4 oem Month Doy Yeor 
t3fey (Tee or PrN po eg PY. daria E asters RILERWE sn) SH AW ZH wSS 
pre 3. SEX 6 COLOR OR RACE |7. MARRIEO [] NEVER MARRIED [Fl 8. DATE OF BIRTH 9. AGE (im yeos [IF UNOER TYEAR] IF UNOER 24 HPS. 
ope QO & feast”. Tecrnel bere Tee ee 
b—4 = - jonths louvre Le 
OBE Female White |winowent _oworceo 1 |_ 5/27/1903 55m. Ue lll 
3 Ses 100. USUAL OCCUPATION (Give kind of work done] 10b, KINO OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country) h2. CITIZEN OF WHAT COUNTRY? 
sa Bs ee during most of working lite, even if retired) . : 
pots Sewing Factory Rnployee|_ Sewing Facto Frederick Cow, Md, U.S.A. 
Ses te 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
coe BF 7 
gen RE John C. Sauerwein Carrie F, Easterday nad 
fe5et 15. WAS DECEASED EVER IN U. S. ARMEO FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Address 
aZ8e opr unkreve) IH 708, give war er dates of ermee ‘ . 
ree 3 | 212~24—3643 |Mrs. Nevin Epley, Littlestown, Pa, R.D.1 
£3 bE =e See et 
= ae i 
UT) Sd on one ey 3 Sige 
a ls Py . 
eee IMMEDIATE CAUSE (0) Carpio ASE ULLAR (SEAS E 
3 ae 
$: s&s 4 ah OuE TO 
bY rope : Conditions, if ony, which m 
ee oad gove rise to immediote couse 
Dre BaeLe {o), stoting the underlying PUETO 
3 = eg couse tost. (a. \ 
& no — 
ty 68 oe PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
yy tae = eae te} PERFORMED; 
235 
ses ni ve OK 
Sige? & 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part It of item 18.) ae 
5S 
Svetls & [PRIMARY (J or CONTRIBUTING O) 
YBene $ | cause OF OATH. 
ZPL35 = 2s 
is 2 nis 3 ‘We. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 1204. {City or town) (County) {Stote) 
ett s 2 3 Hour o.m. While Not white foctory, street, office bidg., etc.) | 
Peed = p.m. W at work (1) of work H 
ae a 2). I certify that | took charge of the remains described abave, held an Autops: |, Inspection |, Inquir: rand in m 
5 oe * 9 Psy P quiry y 
fe Bes opinian dea}y resulted from: Notural causes BK Accident 0. Suicide OC. Homicide 0. Undetermined manner oO 
ey . 
555 © g ) 
g »: 3 aera tik oag J J Wh bio, CHIEF MEDICAL EXAMINER [7] aah 7 
uw ac Z ay - cS 
ze 25 ») oe i => ASSISTANT MEDICAL EXAMINER [] , hee 
ze 2Ei : NAME (Type) v/am By 4) PRS KE DEPUTY MEDICAL EXAMINER BR ~ <S 4 
Brees Tie. BURIAL, CREMATION. }22b. DATE THEREOF ©——=s|s 7c. NAME OF CEMETERY OR CREMATORY Tid LOCATION (City. town, oF county) (State) y 
aga lL A city) is . : 
Oo ®%o5 Buria: 1/27/5 Zion Cemete x Frederick Co. Mds_ 
Led i 23. ERAL DIRECTOR'S SIGNATURE : ADORESS: 2do. REC'D BY REGISTRAR ‘Dab. REGISTRAL SIGNATURE 
VS. AISME y 


Littlestown, Pae pate JAN 2 6 '59 Cite, £ HC 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


00459 


Reg. Dist. No. 


a Ab AL EXAMINER'S CERTIFICATE OF DEATH 
i maggie 
M- [2 ke 


b. CITY OR TOWN (it outside corporate limits, write RURAL 
‘ond give neoresl town} 


i MARYLAND 


c, LENGTH OF STAY IN Ib 


7. USUAL csact (Where dececied lived. If inslilution: Residence before aaa 


JES BURG 


d. NAME OF HOSPITAL OR INSTITUTIO! d. STREET ADDRESS 


{If not in hospitol, give street oddress) 


e : RESIDENCE 
ON A FARM? 


YES sO NO an 


7~ po RAL 


Middle 


EbwARD _S 


DECEASED 
(Type or print) Wik L 
6. COLOR OR RACE |7- MARRIED [-] NEVER MARRIED [| 8 2g OF eintH 


First 


5. SEX % 
A } E Wiel LTE Lwiooweo O) DIVORCED 
is USUAL eels. Give nen done} 10b. KIND OF BUSINESS OR at 4/ ‘40. BART LE. 28. or foreign country) 
ZABORE BY DAY MARYAM ND 
14, MOTHER'S MAIDEN NAME 


SAYLER 


in 72 hours after death. 


es 1, 2, ond 3 to the funerol dj 


ft na 


Abbie BRAN DENBUR & 


F WHAT COUNTRY? 


Me 


M40 RY 
15. WAS DECEASED lise ies pes a 16. SOCIAL SECURITY NO. 


(Yew, no, a7 unknown) 
Bt CAUSE OF DEATH a Be ‘one couse lad Tine for {0}, {b}. ond a 7 


17. INFORMANT 


File pages 1 and 2 with the Stote Badr 


ith form PM3. Poge 5 may be retained {I 


wi 


oD 

o 
a 
4 
oO 


IHC JE SAYLEL, UNION BRIDE 


; Pu RSL 
MN. 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


CAUSE OF DEATH. 


A PART. DEATH Was Causeo By: (4, 
IMMEDIATE CAUSE (0) OronA ef Oee Lwsiparv __ Sar P 
ae g 
yU-AODT DUE TO 
Conditions. ,ifBipy. which rs) a=" i 
to immediote couse 
(0), sloting the undertying( PVE TO 
couse los, Ce ee a 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART To) ] V9. WAS 2 = AUlOrsy 
é caer a ERFORMED? 
é —. ves a NO -@ 
200. EXTERNAL CAUSE WAS: 20b. DESCRIBE HOW INJURY OCCURRED. (Ente itus f inj in Port Vor Port It of i% = 
70s, DTFENAL CAUSE WAG {Enter nature of injury in Port or Port Il of item 18) 


20c, TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED |[2Ge. PLACE OF INJURY (Home, een 170. (City of town) 
H 


Hour 9. m. While Not while foctory, street, office bidg., etc.) 
p.m. w ot work [[] of work “ i ae 


21. I certify thot | took chorge of the remoins described obove, held on Autopsy [_], Inspection $27, 
resulted from: Noturol couses ras Accident [[], Suicide [J], Homicide []. 


a). fntrnh 


MEDICAL CERTIFICATION 


‘CTOR: Poge 3 should be used os a buriol-fransit permit. 


ded to the Chief Medicol Exominer’s Office ofong 
or its designated agent, prior ta buriol, cremation, or removol, ond in ony 


‘ote, writing the word 


(County) 


(State) 


Inquiry [ef ond in my 
Undetermined manner 0 


TO DEPUTY MEDICAL EXAMINER: This cert 


< 
a 


ASME 


BM 2/57 Xe 


UN Fs r DORESS 
() ~~ PVE 44, ee 


PaTJAN 2 0.'59 Crihein & 


§ 
: ACTUAL DATE SIGNED 
» aad Me: cud MEDICAL EXAMINER [-] 
ee . ASSISTANT MEDICAL EXAMINER [7] t My. be 
£2< : ex oft ¥ Ss 
22s NA wks 7 AME S AA: BRS bt DEPUTY MEDICAL EXAMINE! oJ cas é 
i 25 Te. BURIAL, CREMATION, T2b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (cy. es Py {State) 
33 Ve Specty’ W, 
F = 
Se 

e olla L, MT. Ho PE | Wo ob Bozo _/U ys 

L DIRECTOR'S SIGKA ‘24a, REC'D BY REGISTRAR ‘24b, REGISTRARS SIGNATURE 


Faia _ 


} 


J MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
£98 CERTIFICATE OF DEATH 


coal 


00459 


Reg. Dist. No. 


gove rite to immediote 
couse (0), stoting the under: bes) 


lying couse lost. (e). 


geo 
z E _ Y ee OUNTY om 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
g °. °. b. COUNTY 
32 Carroll Le I Maryland Baitimore 
3 8 b. i OR TOWN {IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) ne 
S give Aegrest tow ; y 
52 yeesvilie (Rural) 23y 10m ha Baltimore VO f= v 
d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS: @. IS RESIDENCE 
” fd OR INSTITUTION _ ON A FARM? 
oe / iS} field State Hospital Unknown ves] No 
£6 3. NAME OF First Middle tost 4. DATE Menth Doy Yeor 
BR DECEASED 3 
23 {Type or print) Mary Theresa Schatz. dete ~=January 26 19 59 
=e 5. SEX 6 COLOR OR RACE |7. MarRieD [} NEVER MARRIED []] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER ? YEARTIF UNDER 24 HRS, _ 
so last birthday) | Months] Doys Mio. 
ae Female White |wowet —_vworceot) | May 31, 1877 bre. 
€ & 100. USUAL OCCUPATION (Gi ind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
8g ring most of working life, even if retired) 
ae ousewife - Maryland U.S.A. 
> 3 13, FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
9 - 
aa eg Patrick Doughterty Jane Myer 
= 8 I 15. WAS DECEASEDEVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
a€ fe, no oF unknown) (It ye, give wor of dates of tervice] :, 5 
ay No - - Springfield Hospital Records 
2 1B. CAUSE OF DEATH [Enter anly one couse per line for (0). (b). and (c).] INTERVAL BETWEEN 
2a PART I, DEATH WAS CAUSED BY: Oerters 
§ IMMEDIATE CAUSE (a) De 
£é L20.0 DUE TO 
5 Conditions, if ony, which w__Arteriosclerotic heart disease 
a 
2 
€ 
8 
2 
3 
2 
° 
g 
3 
Cs 


the registrar priar to burial, cremation, ar remavol, and in any event within 72 hours after death. 


a 
6 Zz Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo} 
= ~12 Mani z CONTRIBUTING TO /DEATH) 
3 24 §| Manic depressive reaction, mixed type. 
3 £3) 200. ACCIDENT WAS UNDERLYING []_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
2 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
6 x 20, TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State} 
g a Hour 0. m. While Not while factory, street, affice bldg., etc.) f 
2 = p.m. 19 lot work [] of work [J ' 
9 
bag 21. | certify that ! attended the deceased from JULY 1s , 19.54, to_ January 265, 19.59 that | lost saw the deceased 
2 ., 
% alive on_. 6 ., and that deoth occurred ot Bf DOP _, from the causes ond on the date stated above. 
3 ADDRESS {Street, city or town, stote) DATE SIGNED 
ae é aA 7 2 2 
» | AeWatune ZC be ¢ al =e mo, _.Springfield 
Zz 
£o2 r 
3 riuscian's Edmund Lusthaus, M.D. _Sykesville, Maryland 
o 
° 
ao 
& 


5 
FS 
3 
~ 
i) 
‘3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs ofter deoth: Page 4 


= 

= 

Fd Me. BURIAL, ann 2b. DATE THEREOF ‘72c. NAME OF CEMETERY ORE |ATORY. 72d. LOCATION (City town, or caunty) 

5 REMOVAL {Speci ; ( 2 PD 

5 (dada sak Cn (-¥G- Ch - ox NS is 

- 23. FUNERAL DIRECTOR'S, SIGNATURE SS : ‘24a. REC'D BY eceiee Dab. BEO'STRAR'S IGINATURE 
é JARS pa | en Raa 


VS ATS (4) 
15M 975! DATE 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death! Page 4 


¥! 
al 


uneral director, 
Id be filed with 


% 


Then please remave corbon papers. Pages 1 and 2 


the hospital ar attending physician. 
OR: After this certificate hos been signed by the attending physician and completely filled in b 


haf 


poge 3 shauld be detached for use as the burial-transit permit. 


may be retai 
TO FUNERAL 


a 


AIS (4) 


5, 


2a 


z 


the registrar prior ta burial, crematian. or removal, and in any event within 72 bours-ofter deoth. 


\ 


= 


3 


al 


~ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 494 
49§ CERTIFICATE OF DEATH e 


Reg. Dist. No. 
1. PLACE Of DEATH 2. USUAL RES! ICE re decemred lived. If institutions Residence before odmission) 
2. COUNTY Carroll coat Mary Lana” 6. county Ret Lore 
b. CITY OR TOWN {If outside corporote limits, write cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) v 
RURAL ond give nearest town) ; ae) 
kesville Baltimore 30 3V0/--¢ 
d. NAME OF HOSPITAL {IF not in ‘hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION S f ON A FARM? 
pring i Sta spi 1 9 Ramsey St. ys) No) 
3. NAME OF it i 4.04) 
DECEASED. First Middle j Lost pate oR os Se 
Tipe oterin)) ine Henry Seifert cam January 8 19 59 


9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS___ 


lost plrtndon) Min. 
ya 


5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 
Male White |weoweay wore | 5-26-1867 
100. USUAL OCCUPATION (Gi ind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country} 


during most of working life, even if retired) ¢ 
Laborer Pennsylvania 
14 MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
Georgeamna (Seifert Carson 


12, CITIZEN OF WHAT COUNTRY? 


USA 


Jacob Seifert 
feet IS Sa aes 1 SMES tsar 16. SOCIAL SECURITY NO. | !7. pce 2 (19“Ramsey St ra 
Mrs. Eleanor Falk Baltimore 


18. CAUSE OF DEATH [Enter only one couse per line for (0), [b), ond (c) ] INTERVAL BETWEEN 


' ONSET AND DEATH 
Fe EAT TESA Cast ial Coronary Occlusion Hours 


Un 20./ DUE TO 


if ony, =| »Arteriosclerotic Cardiovascular Disease | Years 


to immediote 
cause (0), stoting the under. ( OVE TO 
lying couse last. 


Part Il, OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)/19. Ter sen 
BS associated with disturbance of metabolism, growth, or | yep nokX 
ee idetr oe ngpedltaece) [aoe Dede nwe nol Rb Ta ccs FEskecA Story of Widep Untart LUSepr Ctl Cletn sa oF Ox 


OR CONTRIBUTING [CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County) (tote) 
Hour 0. m. While __ Not while foctory, street, office bidg., etc.) | 
p.m. 1 fot work (J of work 1 


21. t certify that | ottended the deceosed fram...Oct...28..., 19.55, to Jan,--8.-.-... , 195Q..thot | last sow the deceosed 


Geheralized Arteriosclerosis | Years 


MEDICAL CERTIFICATION 


olive on... Jans... . ieee ond that death accurred ot _G:4.5Pm, fram the couses ond on the date stated obove. 
) i : 
pee: V/ 4 Springf Stet “stavevuvepital ra sene 
Sine DG Why yr vo. .Sykesville,.Maryland 


mucuns Elisabeth Knopp, MD 


io. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) (Stote) 
BeAr Srecitn oan n . 
BURIA 1-12-59 Mt. Olivet Cemeter Baltimore 


73. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. ESIRTRART) SIGNATURE 
. . a Cai 3. Fad. 
William Cook, Inc., 1217 St.Paul Street omit 1 2.'9 id thal 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
500 CERTIFICATE OF DEATH 


aul 


H0492 


Reg. Dist. No. 


rr ll 
2 3 |. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed tived. If institution: Residence before odmission} 
cs °. °. b, COUNTY 
se Carroll ee Maryland 
B40 . b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) Ze 
33 ‘ URAL ond yt ‘eorest town) 2 60yrs K ’ : 
s2( i Rural) Sykesville ov. “ia. Baltimore 3Vo0l@o 
S d. NAME OF HOSPITAL (IF not in hospitol, give street oddress} pea d, STREET ADDRESS ‘@. IS RESIDENCE 
ee OR INSTITUTION s ON A FARM? 
is by Springfield State Hospital none ves) NOK] 
S 2. pee Fiest Middle Lost 4. DATE Month Doy Yeor 
$ {Type or print) Andrew Sherwood Leer i 9 1959 
2 5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED FO] | 8. DATE OF BIRTH % Moelle seer 
jot birthday] ain: 
Male White |wwoweoQ —_oworceo | Unknown =? yn. " 
100. USUAL OCCUPATION (Give kind af work done] 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
4 aie most of working life, even if retired) 
I one oo-- Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
" unknown unknown 


ys WAS da Le aa) U. S$. mr od sepa 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
wot unk Yor, Srv wor of ete of vec 7 f 
no none Records Springfield State Hospital 


18. CAUSE OF DEATM [Enter only one cause per line for (a). {b). ond (ch). ses BETWEEN 


? - ss ND DEATH 
AEE DR ee oe lateral Pneumonia hours 


Oo 
HGOX . DUE To 
Conditions, if ony, which b 
Gove rite to immediate 
couse (0), stoting the under ( DUE TO 
lying couse last. tc 


Then pleose remove carbon papers. 


OR: After this certificate has been signed by the ottending physician ond completely filled in by 


< 

o 

a é ER SIGNI! [T CONRITION: TRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)}19. WAS AUTOPSY 
Fs 3} Deteh PTE press CoS eaoLe by pe (00) 19: SERFORMED? 
4 3 ves] no] 
ey = 200. ACCIDENT WAS_UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port t or Port ff of item 18.) 

§ & | on CONTRIBUTING [1 CAUSE OF DEATH 

2 & | (iF EITHER, NOTIFY MEDICAL EXAMINER) one 

£ 2 

3 & f20. TIME OF INJURY” Month, Doy, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY iHome, form, | 20f. (City ar tawn) (County) {Stote) 
5 rs Hour 0. m. ae ok hcihehile factory, street, office bidg., etc.) | 

3 2 p.m. 19 ot work (J ot work (J H 

cS 

° 

2 

¢ 

= 


‘detached for use os the buriol-transit permit. 


* 


NAME (type) Walter Kno M.D. 


Ee a et ey Ee eee 


ATE THEREOF 


= REMATION Oe" VOW Ze. Lewd [# LOCATION (City, town, or county) {State} 
ae OVAL {Speci peg vy 
wr: dc MIS Ded 0 Y WA phere Lloz wat 
PE AL LE EM Fado. REC'D BY REGISTRAR | 24b REGISTRAR'S SIGNATURE 
QO q Lim Chaks a, (Ww 
YEaoss) \ Leaegrey Be, fiw Z LH | Oe ee KA ombin 1 4 59 


may be retain: 
page 3 shoul: 


BN 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Poge 4 
TO FUNERAL D: 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
cae CERTIFICATE OF DEATH ‘ 


ad 


00493 


og Dist. No. 
$3 oT 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ey 0. COUNTY el ©. STATE b. COUNTY 
o2 M Carro Mamrdland Pashins 
15 b. CITY OR TOWN (If outside corporate limit, write | c. LENGTH OF STAY IN Ib €. CITY OR TOWN {if outside corporote limits, write RURAL ofid give nearest town) ) 
5a RURAL ond give neorest town) 7, Vv 
PR Rural) Sy! ile Sy ial) jag ites 
d. NAME OF HOSPITAL (If not in hospitol, gi treet oddress) d. SY DDRE' . IS RESIDENCE 
* = ORINGIUTN En eee cattoneeee se ao WELHPES ton County Home * ON -A FARM? 
a / pringfield State Hospital ves (] No) 
= SSS 
5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
; (ype er print) Esten Ashby Smith aI, 28 19 59 
8 5. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [[] | 8. DATE OF BIRTH 9% AGE (In yeors [IF UNDER ? YEAR[1F UNDER 24 HRS. _ 
a /- Pa Jost _buthdoy) [Months] Days | Hours | Min. 
Male White widowed pivorceo[] | 8=--1867 yrs. 
100, USUAL OCCUPATION (Give kind of work done| 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even iF retired) 
Farming eo Mary’ 
I 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Adolphus Smith Elizabeth Smith 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? {16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
1¥en, 20. er unknown) (tl yes, give wor or dates of service) 
nknown = =--unknown Records Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, {b}. ond {c).] 


PART ft. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


uy DUE TO 
Conditions, if ony, which {b) 


gove rise to immediote 
coure (o}, stoting the ynder. ( PVETO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave corbon popers. 


lying couse fost. ey 
ChrBfidicO BRS TH GYTONTD's SOB REY BNE BEATHPY TNR RETR 20, EIE WINGED SEASON TIONSGWEN INARI] IFOWAS AUTOPSY 
itrition, with senile brain disease, with psychotic reaction yes) NoC] 


icate has been signed by the attending physician and completely filled in by; 


‘detached far use as the burial-transit permit. 
the registrar prior ta burial, cremation, or removal, ond in any event within 72 hours ofter death. 


200. ACCIDENT WAS UNDERLYING (3 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) — 


the hospital ar attending physician. 
MEDICAL CERTIFICATION, 


$ 20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
v Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

= p.m, 19 lot work [] of work [J i 

= 21. | certify that | attended the deceased from... August. = , 19.55. to_Jane 26. mo eR | A 19.58, that 1 last saw the deceased 
< ° z A. 

Ps alive on_ Jone. , ond that death accurred 0t6355__"M, fram the causes and an the date stated abave. 
o 


ADDRESS (Siree!, city or town, stole) DATE SIGNED 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


Fo P Siewatue id State Hospi 
2Z2 RARE ype)_WaLher_Knonn oe SOE Sykesville, Maryland occ ceeceee-n 
se S 220. BURIAL, CREMATION, | 226, DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY Md. LOCATION (City. town, of Pa (Stote) 
p28 BEA” |1-30=59 E. U. B. Cemetery Chewsville Md. 
4 73, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VSAIS eott F. Minnich & Son Hagerstown Me jomFER 2 59 gu ee 


iN 


neral directar, 
be filed with 


© 


Pages } and 2 shvu 


death. 


Then please remave carban papers. 


ician. 


” 
2 
D> 
5 

o 

= 
5 
8 

3 
s 

‘6 
5 
3 

23 
= 

a 

_ 

3 
3 

2 
= 

5 
& 
3 
x 
Hy 
© 

2 
cs 

& 
Fy 
8 

= 

rot 
3 

7 
© 

- 
) 

= 
$ 

3 
a 

2 
3 
tf 
© 
= 
= 


tal ar attending phys 
Atter this certificate has been signed by the attending physician and completely filled in by 


he haspii 
R: 


*: 


TO FUNERAL DI! 
the registrar prior to burial, crematian, ar remaval, and in any event within 72 hours 


page 3 shauld be detached far use os the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be retain 


VS AIS (4) 
1SM 10/57 


} 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


502 CERTIFICATE OF DEATH 


00494 


Reg. Dist. No. 


1, PLACE OF DEATH 
co. COUNTY 


Carrol 


b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give nearest town) 


Rural] aneytown O 


MARYLAND 
lary land 


¢. LENGTH OF STAY IN Ib 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
©. STATE b. COUNTY 


¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


é Z a g 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) , d. STREET ADDRESS 


OR INSTITUTION 


e. IS RESIDENCE 
ON A FARM? 


yes (} No) 


3. NAME OF 
DECEASED 
(Type or print) 


First Middie 
Harry Thomas 


Day Yeor 
kd 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [$e] 8. DATE OF BIRTH 


Male __| White |weowo wore | June 


9. AGE {In yeors 
Tost birthdoy) 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


Antique d yland 


12. CITIZEN OF WHAT COUNTRY? 


U.S.As 


13. FATHER'S NAME ice MOTHER'S MAIDEN NAME 


Thomas H. Smith Mary C, Shoemaker 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? {16. SOCIAL SECURITY NO. |17. INFORMANT 
Tes, 10. oF unknown) I yes, guee wor oc dates of service} 
no _| =10=4117 | 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] 
/) 


PART I, DEATH WAS CAUSED BY: s] 
IMMEDIATE CAUSE (0). 


INTERVAL BETWEEN. 
ONSET AND DEATH, 


tree A, 


x DUE TO 


Conditions. if ony, which re ‘3 m0 ad, ra fl Centrist 
rise to immediote 
gove rise to immediote( 6 


couse fo), stoting the under: 
lying couse jost. {c) 


clays 


200. ACCIDENT WAS UNDERLYING 1] 
OR CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) 
Hour o. m. While Not while foctory, street, office bldg., etc.) ¢ 
p.m. 1 fot work (J ot work (J ‘ 


21, | certify that | ottended the deceased from,__ Ya 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 


MEDICAL CERTIFICATION. 


olive on_ 


ACTUAL 
SIGNATURE. tm HE 


M0. Lecstag littiay 


PHYSICIAN'S 


Name (Tyee)... Ambler Thompson, Taneytown, M 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Moy] 19. a yak 
ves) NO [Q 


(County) (Stote) 


W.29, to__, Jans L0..., 19.TZ..thot | lost sow the deceased 


Arata Be ae (Sa eee ond that deoth occurred ote. -£2__M, from the causes ond on the dote stoted obove. 
ADORESS (Street. city or town, stote) 


DATE SIGNED. 


Y »... Abbot ee 


Taney 


DIRECTOR'S SIGHA) 24a. REC'D BY REGISTRAR 


Ro. Tree ‘Zc. NAME OF CEMETERY OR CREMATORY 
Bark Jan.13,1959_| Reformed Cemetery 
23, As HOR = 
(e) S Taneytown Maryland 


MATION, 
er” 
¥ ADDRESS 
3 


DATE 


7d. LOCATION {City town, or county) 


own, Maryland 
2a. REGISTRARS SIGNATURE 


(Store) 


MARYLAND i ven ia oe rhiby 93 babes: 1 relied 18 00 4 Ys 
th ‘CERTIFICATE E OF DEATH ~ 


Reg. Dist, No. 


1. PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
o, COUNTY 


0. STATE b. COUNTY 


Y 
BDU MerL au) K Sau M CecliweedLfi 


hd 


- 
Ps 
° 
= Carroll Pere Maryland 
€ B. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autide corporate limits, write RURAL ond give nearest town) 
g RURAL ond give neores! town) f 
5 | RD, #2.” Sykesville 2 Yrs. Baltimore 
£ P ‘d, NAME OF HOSPITAL (If not in hoxpital, give street address) d. STREET ADDRESS , 18 RESIDENCE 
3 J OR INSTITUTION / aes < FARM? 
ge Private home" 3015 Belair Road ves] No[] 
ares 3. NAME OF Firs Middle lost 4. Date Month Doy Year 
é 23 (ype or print) SISEP. A. SPARROW DEATH 7 Ri; = 
= =e oe 5. SEX 6. COLOR OR RACE |7. married [_] NEVER MARRIED [] | 8. OATE OF BIRTH 9 AGE (in ae UNDER | YEAR TYEAR|IF none m 
= > 1h 
pa ce \ M Ww wipowen [I pvorceot] | May 30, 1872 ge" Faalee iue toll ee 
Smee ete Ih 19a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
z Be tr 4 _ during most of warkjng life, even if retired) 
gf vet Watchman (Retired) City of Baltimor Virginia Us Saks 
g o8s 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ege _ 
Seniea Washington Sparrow Matilda Evans 
2 & 23 1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
= (fan, no. er unknown) {il yes, ge wer or dates of service) 
8 ofs No r Williem D. Sparrow 3015 Belair Road 
Pd 
3 2 4 1B. CAUSE OF DEATH [Enter only one couse per line for (6a eh] x INTERVAL BETWEEN 
3 265 PART |. DEATH WAS CAUSED BY: iy) f 
Sas IMMEDIATE CAUSE (0 ahins Pasay ans ~ te bya 
3 =e: rd ‘ DUE TO 
> , 
ee any, whieh ote, LAM (itastaas eather O fain 
lees 5 to) gove rise to immediate ie fe 
= 2c 
= Sc couse {a), stoting the under: 
gE Seu lying cause lost. a 7 Beet Dak: PN ee See Oty PP any ay ary 
28 5° 3 Pant Il. OTHER SIGNIFICANT CONDIMONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “re WAS AUTOPSY 
Beets = 
ee ace < yes] NOB 
gageo uy 
“4 2 g 
Fotss = [200. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Part I of item 1B.) 
geger & [OR CONTRIBUTING CO] CAUSE OF DEATH 
Zeges G [CF ETHER, NOTIFY MEDICAL EXAMINER) 
Zstss § |20c. TIME OF INJURY Month, Day. Yeor |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, 1 20F. [City or town) (County) (State) 
Ss es s Hele: a: hile s_Nelteeaie foctory, street, office bldg., atc.) ! 
= rt oe = p.m. W Jot work [7] at work 
= ice — = 
g Ea ane 21. | certify that | attended the deceased fram._ eae a ea to (eee. BS , 1927. ,that | last saw the deceased 
B25 3a ee 
2228 ‘ 
Ears ess alive an pte. WD. 12s ey, and that death accurred ot 5-322, from the causes and an the date stated abave. 
Hfo32 ADDRESS (Street, city or town. stote) DATE SIGNED 
< 
LJ 8 
Orapa 
Z2s85 PHYSICIAN'S 
BexZs / NAME {Type)_ 73120 Tr And Je A the 
5 Bc ee 
Fa B2°°9 Ze. BURIAL, CREMATION, Zab. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 724. LOCATION (City. town, of county} {Stote) 
B* EMV) . alts 
ESR Ps “SUAfET” | Jen. 6,1959 Baltimore Cambte Baltimore Maryland 
0 Fo f= 
er 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
os. : rom 
Vases) William Cook, In 217 St. Pau e oare JAN 6 ‘59 Cathay §, Fiend, 


MARYLAND STATE PEPARUMENT, CF HEALTH CRALTIMORE, 18 90.496 
5904 CERTIFICATE OF DEATH 


= 


Reg. Dist. No. 


st 

% ¥ iL par penta ~< 2. USUAL RESIDENCE (Where deceosed lived. If intliution: Residence before admission) 

2p, on b. COUNTY. 

£3 Cavrot MARYLAND fad : wash” upto 

x 8 e b. CITY OR TOWN (IF outide corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outide corporote limits, write RURAW and give nearest town) 7 
3s 

ce 


Se ee | VE yy || Wayeiown Urol 77 v 


d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 


"es Stee ; : Ow Chase ig Jeue de Oy ec] NOT] , 


3. NAME OF First Middle rat 
DECEASED 
ype opi) telen Many SPH G 
5. SEX _ 6. COLOR OR RACE | 7. Magri 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR[IF UNDER 24 HRS. 
WwW MARRIED [J NEVER MARRIED [1] ae} ° 4 me Aaa Terra iii iciaae 
wipowep [1] DIVORCED [] + yes. 
S\\ | 109. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (State or fareign country) 
dpring most of working life, even if retired) 
Ok. Us “ Strausburg, Va. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ove Packet | Cova OU bad Oar 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT ddress . 
[Spunpp Hate Wiih Sakeiy 


IYesrras retest) RE pu votre oe woth WBE 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b). ond “h ; ONEET AEE 

PART |. DEATH WAS CAUSED BY i ; 

: IMMEDIATE CAUSE (eo) Coma ¢ 2 Qhevm z gis, if 


a x OuETO , . 


Conditions, if ony. shit Pe Liveyv fl é 4 eu QJ ) SAS ee COAL murdnhy 
Gove rise to immediote 
fi ar 


6. 


Then please remove carbon papers. Pages 1 and 2 


the registror priar ta burial. crematian. ar remaval. and in any event within 72 hours oftef dea 


4. DATE Month Doy Year 


Beate i <2, ps Q 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


= 


‘an and campletely filled in by’ 


DuE TO 


couse (a), stoting the under- veo ~ | _— 
ving aoa ae Gi 1 NGI ON ISS AG KORE A 


S 
J 
oy a Paat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. SAS AUTOR, 
FS = 
= re) 5 ves] NO fi? 
= = | 200. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port il of item 18.) 
C3 & [OR CONTRIBUTING [J CAUSE OF DEATH 
S SS J (IF EITHER, NOTIFY MEDICAL EXAMINER) 
:3 2 
3. & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form. | 20f. (City or town) (County) {Stote) 
5 3 Hour 0. m. While Not while foctory, streel. office bldg. etc.) ! 
2 Pom. 1 fot work () ot work [J 1 


he haspi 
OR: After this certificate has been signed by the attending physi 


detached far use as the burial-transit permit. 


ACTUAL 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


e 


SIGNATURI 
fad 
<323 / 
ee = + 
= 
See Wo. BURIAL, CREMATION, | 226, DATE THEREOF Tie. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Store) 
~> pecify) . 
ted BurLaT 1-5=59 ose Hill Cemetery ake ont 
eh i 2éo. REPAR BY REGISTRAR | 4, REGISTRARS SJGNATURE 
V5 AIS (4) aan AN 5 "5S Onthun & Koorna 
15M 9/55. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00 497 
505 CERTIFICATE OF DEATH 


Reg. Dist. No. 


~ ve 
ee 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inititution, Residence before admission) 
2 sa \ 0. COUNTY ‘alae 0. STATE b. COUNTY 
oe } Carroll Maryland Baltimore " 
£ Bs b. CITY OR TOWN (If outside carporote limits, write Te, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outtide corporote limits, write RURAL and give nearest fawn) 
8 s RURAL and give neorest town) 2 J 
* 22 Sykesville 5 m 25 days B. : 
= d. NAME OF HOSPITAL (If nat in hospital, give sire! address) 4d, STREET ADDRESS @. IS RESIDENCE 
. “ Y ots OR INSTITUTION: ON A FARM? 
apes ee prinefield State Hospite eirway Drive Ys []_NO Ci 
2 26 3. NAME OF Fint Middle tow 4. pate Menth Dey Yeor 
~~ ze . 
S 2s Hypsrerseret) Johanna Catherine Stellhorn vest Ht 2 19 
oS eo $. SEX 6, COLOR OR RACE 17. married [] NEVER MARRIED [7] | 8. OATE OF BIRTH % ASE ge IF UNDER 1 YEAR] IF UNDER 24 HRS 
& s Min, 
€ Su Fr W wibowen [if pivorceo [] 2 = lh 73 85 om. 
= € a2 100. USUAL OCCUPATION {Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 mes during mast of working life, even if retired) 
3 Bev Housewife XM U.S.A 
¢ a oS @ 
3 ° 3 3S 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
oe 
© 58% 
8 2ee\ Martin Dressel Anne Marie Klein 
= £93 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT Address 
= %: I ) {Yex, ne. oF unknown} IF yer, give wor or dates of service) 
8 ofs unkn $.S.Hospit. Records 
e a 
£ / 
= es 19. CAUSE OF DEATH [Enter only one couse per line for {a), (b), ond (c).] INTERVAL BETWEEN 
= 255 PART 1, DEATH WAS CAUSED BY. 4-2 : yen s a 
eg ee "IMMEDIATE CAUSE (o. APtariosclerotic cardtovas 3 
5 tee & . DUE TO 
me 
= S2> Conditions, if ony, which ) Generalized Arteriosclerosis 
es ges gove rise to immediote 
5 shes couse 0}, stoting the under, ( OVE TO 
e Gre =? tying couse lost. © 
$6.2 lying.ccunellostay 
sue 6 2 Z Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 49. WAS AUTOPSY 
ieee Q : : PERFORMED? 
sigs 15] CaisSeaseae. with pp $382 Pay TSS Pate 1) Noo 
= 9.5 uv nromoposhs oO radi arcery gn BG enora is =) 
e a8 Q 2 ry) a g Poery 
Kets = [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part far Part Il of item 18.) 
z > oO “a £ OR CONTRIBUTING [) CAUSE OF DEATH 
qc: £ °° © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 o5ss G ]20c. TIME OF INJURY Month. Doy, Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm. | 20f. (City or tawn} (County) {Stote) 
50s “3 Heee -ocm, While Nat sihile factory, street, office bidg., etc.) $ 
as = p.m 19 lat wark [J of work [J H 
oA t 
Bess 21. | certify that | attended the deceased fram.___.7_= 30 =, 19.58, ta_____ 12.25. =, 19.59. that t last saw the deceased 
Zso3e 
oats olive on___L = 25 = ______, 195 2... and that death occurred at.J2_ OOM, from the causes and an the date stated above. 
E=0 a, oe ADDRESS (Street, city oF town, stote) DATE SIGNED 
280 fern 
s ACTUAL ‘ 2. 
Se saiitten A 2-o- 2 Springfield Stata Hospital. 
fa. oO 
es > f 
Ss 5 PHYSICIAN'S 
Seis NAME (tyee)_Edmund Lusthaus M.D. Suleoytlie, Maryland, nn 
Fa 3 “2 > 220. BURIAL, CREMATION, ‘7b. DATE THEREOF 22d. LOCATION (City. awn, or caunty) (Stote) 
~5 2%" REMOVAL (Specify) nee ee 
reese Bubtat Ja_n28/ Baltimore rvland 
dee 3. FUNERAL DIRECTOR'S SIGNATURE f ADORESS y ao, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS ANS (4 14) a ‘ ’ 
Yeu y7ss wy (“pede —lpeader) spre, [050 bade. paredAN 2 9 '59 


TChstrun 


“s MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 CUdYSs8 
_ 506 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If intilution: Residence before odmission) 
e 


e. COU 
Carroll manviano || ° STATE Maryland bSOUNTY” Carron, 
b. CITY OR TOWN {if evtude corporate fimits, weil ¢. LENGTH OF STAY IN Ib <. CITY OR TOWN {if aulside corporote limits, write RURAL ond give nearest lown} 


‘ond give neorent town) 
Rural, Westminster Ite . Rural, Westminster 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) i d. STREET ADDRESS “a e. 15 RESIOENCL 
W 


Westminster, R. D, 2 (Union Mills) _|| Mestminster,R.D.2 (Union Mills) fei Noe 


3. NAME OF pay Middle DATE cant “Dey Yeor 


oe JPA 2 waa a UE Nast Stewarp ree Tan - G a 


r files, 
f Health, 


= 


6, COLOR OR RACE @. DATE OF BIRTH 9. AGE tm yeon  [IFUNDER 1YEAR] IF UNDER 24 HRS 
oat birthday) 


White wioowen PA) pvorceo(] | 12/19/1878 80" ya 


Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slote or foreign cauntry) 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if relired) 


Housewife - Housework | In her own home Carroll Co., Md, > U.SAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


William H, Feeser Barbara 1 Ab 
15. WAS DECEASED EVER IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. WRORMANT PURE LV VL = a a 


(Yes, ne, ox urknown) (I yss, give wer or dotes of service) 
| None Mrs, Emma Feeser, Westminster, Md, ReD.2 


it a), ib), nd (c). sTER a wen 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).] WNTERVAL artes 


none EEL i, Co ovary Peebusion — 
420.4 DUE TO 


Conditions, if any, which 1 
Gove rise to immediote coure 

{a}, stoting the underlying( DUE TO 
couse ton. ~~ te). 


File poges 1 and 2 with the State Boar 


in pencil in Item 18. Give Pages 1, 2, and 3 Jo the funeral 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART To) WAS J AUTOPSY — 
CONTRIBUTING TO DEATH | is we 


‘ORMED? 


SE) NO 


‘20c. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port HI of item 18.) 
PRIMARY C) or CONTRIBUTING CF 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Day, Yeor [20d, INJURY OCCURREO [20e. PLACE OF INJURY (Home, form, Co (City oF town) (County) (Siote) 
Hour 9, m. While Not while factory, sireal, office bidg., eke 
p.m. ‘ot work [[} ot work (1) 


21. I certify that | tack charge of the remains described above, held an Autopsy (_], oe iry BY ond in my 
opinion deathffesulted from: Natural couses []. Accident []. Suicide (0, Homicide (J, Undetermined manner [] 


MEDICAL CERTIFICATION 


irded to the Chief Medical Examiner's Office olang with form PM3. Page 5 moy be retained 


CTOR:; Poge 3 should be osed os o burial-tronsit permit. 


DATE SIGNED 


. 


CHIEF MEDICAL EXAMINER (C] 

ASSISTANT MEDICAL EXAMINER [7] 

DEPUTY MEDICAL doles 

1c NAME OF CEMETERY OR CREMATORY Wid. LOCATION (City, town, or eouniy) 


St. Marys Cemetery_ Silver Run, Carroll Coe, Mde 


‘ADDRESS 240, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Littlestown, Pas one 2°59 Ca 


M.D, 


4 should be fi 


TO FUNERAL Di 


execute the ¢ 
or its designated agent, prior to burial. cremation, ar removal, and in any event within 72 hours after death. 


€ 
Hy 
uv 
3 
% 
8 
3 
2 
a 
£ 
= 
3 
3 
By 
& 
° 
3 
2 
5 
= 
s 
g 
ot 
3 
$8 
3 
‘ 
2. 
= 
< 
Pad 
bd 
s 
< 
& 
a 
Fd 
< 
= 
5 
a 
a 
° 
2 


FOR STATE 
HEALTH DEPT. 


Page 


If any delay is necessary. please 
i of Heolti 
§ = 
\ oa 
NS 


th form PM3. Page 5 may be retained 
File pages 1 ond 2 with the State Bo, 


wil 


thin 24 hours ofter death. 
TO FUNERAL DIRECTOR: Poge 3 shautd be used as o burial-tronsit permit. 


“s Office clong 


iner’ 


o 
£ 
2 
© 
cs 
2 
hed 
~o 
Hs 
5 
a 
3 
a 
oS 
< 
¢ 
ag 
oO 
o 
ic 
(3 
£ 
Fj 
i: 
© 
‘o 
a 
be) 
4 
ri 
a 
bi 
° 
3 
© 
=. 


‘ded ta the-Chief Medical Exam 


fe, wri 


. 


4 shauld be Sf 
ar its designoted agent, prior to burial, cremation, or remaval, and in ony event within 72 hours offer death 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed 
execute the ¢ 


< 
& 
(a 
S 
= 
im 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00499 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH nas weal beers 


lL PLACE OF F DEATH 2. USUAL RESIDENCE (Where deceaied lived. If intlitution, Residence before odmitsion) 
Carroll marvano || ° “Maryland » COUN a nPodd 


b. CITY OR TOWN {It outside corporate limits, write RURAL [ LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporole limits, write RURAL ond give nearest town) 


ond give nearest town) 
rural--Syiesyille 2 mo. #  Rurel=-Sykesville 


d, NAME OF HOSPITAL OR INSTITUTION. (If not in hospilol, give street oddress) , 0. STREET ADDRESS 7 le 8 RESIDENCE 
Mineral Hill Rd. ee. { Minera a. Hill Rae yest] NoB) 


3. NAME OF ii "1 % Middle z ee 7 7 7 
DECEASED First i Lost oaTe Month Day 


Yeor 
{Type or print) FOIRMAN by UNGLESBEE Seat JAN. 1959 


white |wwoweot owvorceotZ | l= 2=1916 


male 
106. USUAL OCCUPATION. Hens kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11 BIRTHPLACE (Stole or foreign country) {- CITIZEN OF WHAT COUNTRY? 


3. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIEO [EJ] 8. DATE OF BIRTH ae ar ts 
town re Months | Doys | Hours | Min. 
yes. 


during mast of working life, even if retired) 
Merchant Seaman Shipping Maryland Usa 
|. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Claude B, Unglesbee Clerrissa Haines 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. te INFORMANT Sine = > 


ak Ce ar a ? Mr . _Raymond Hai ines, | Woodbi ine 5] Ma, 


ho 
18. CAUSE OF DEATH [Enter only ane cause per line for (0). (b), ond (c).] ITER BE . 


neuen, Cu sH oT Wound 9 Heap 
=; 7 . DUE TO 
Candilions, if ony, a oL_ 


GOVE rise to immediote couse 
(0), tleling the underlying( PUE TO 
couse last. —_«o: Re af ? , 


PART I], OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE ‘CONDITION GIVEN IN PART 1(0}|19, WAS AUTOPSY 
PERFOR: 


MED? 
200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18) 
PRIMARY [ater CONTRISUTING C} 
CAUSE OF DEATH. Ss. 4 <p 


yes—] NO 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, + 20F. (City or town) (County) a ~ (Stete) _ 
While Net while foctory, streel, office bldg., etc.) 


ot work [] ot work [7] H WESViILLE 2 ARCO1L M 


certify that | taak charge af the remains described abave, held an Autapsy [_], Inspectian XJ, Inquiry ond in my 
sulted fram: Natural causes [7]. Accident (J, Suicide Eh Homicide [], Undetermined manner [] 


“Sf Wiswhe nap, CHIEF MEDICAL EXAMINER [) DATE SIGNED 


ASSISTANT MEDICAL EXAMINER [[} 4-3 a) £F. 
eS i. P-RS tt DEPUTY MEDICAL EXAMINER ERT” 


We. BURIAL CREMATION. | 22b. DATE a rs NAME OF CEMETERY OR CREMATORY = 224. LOCATION (Ci OF county) {Stote) 


PSURTEL” | 1-5-1959 Pine Grove Mt. Airy, Md. 


MEDICAL CERTIFICATION: 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS i. REC'D BY REGISTRAR 2ab, REGISTRAR'S SIGNATURE 


= Cy be Waltz, _ Winfield, Ma. ovTE yan 7__'59 Anttua b, Fane 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 VO500 
CERTIFICATE OF DEATH 


21. 1 certify that | attended the deceased from December 55 _, 16, to. January 6,_., 19.59. that | last saw the deceased 


(eo 
ns 
se olive on_gJanuary.¢ ee oe ; 1ebO ey and that death occurred ot 23.37P_M, from the causes and an the date stoted abave. 
=6 ADDRESS (Street, city or town, stote) DATE SIGNED 
. Sout wo Springfield State Hospital 1/7/59 _ 


poge 3 should ce detoched for use os the buriol-tronsit permit. 


iis oe Ne Reg. Dist. No. 
a a ee 
a i 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Ss 0. COUNTY 0. STATE b. COUNTY 
ang Carroll MARYLAND Maryland ; Balto,City 
= ° g b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If oulside corporote limits, write RURAL and give nearest town) 
3 s RURAL and give nearest town) Vv 
SS kesville 2yrs eimoelday Baltimore ‘ f 
2 d. NAME OF HOSPITAL (If not in hospital, give street! oddress} d. STREET ADDRESS @. IS RESIDENCE 
o / OR INSTITUTION ON A FARM? 
2 Fs Springfield State Hospital 4532 Marble Hall Rd. ves NOMS 
*) = 5 2 NAME & First Middle lost as Dare Month Doy Year 
& £3 UType er print) Dewey Emory Wooden der = January 6, 19 59 
ES =e 5. SEX 6. COLOR OR RACE |7. MARRIED [MNEVER MARRIED [] | 8. DATE OF BIRTH 
Tey Male White |wioweof  oworceot] | May 10, 1898 
23 
= € ag 100. USUAL OCCUPATION (Gi ind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Srote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 oes dura peat 2h “kn tt en if refired) 
$ 2e8 eal Esta - Maryland UsS.Ao 
2 - 
= o3 33. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 $¥s I Franklin Wooden Bertie Sellers 
2 3 o3 18, WAS DECEASEDEVER IN U. $. ARMED eee 16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
ane Fe raiser tees) ® 1 Myo, Bee'ce wr dates of sbrviee : 
& ofp No = 213-07-855 | Springfield Hospital Records 
e 52 
8 = is 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).] INTERVAL BETWEEN 
3 265 PART I. DEATH WAS CAUSED BY: B ve 
et TAN ON TMMEDIATE CAUSE ronchopneumonia ays 
3 tee (2. fs UE TO 
= Bzp Conditions, if ony, which w»__Arteriosclerotic heart disease Years 
fy BES gove rite to immediote DUE To 
oe SG eE couse (0), stoting the under- 
g<E 2 2 lying st. {eo 
3 a4 = ra Paar tl. OTHER SIGNIFICANT CONDITIONS: CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Y{a)| 19. WAS AUTOPSY 
seaae 212 Huntington's chorea with psychotic reaction, ep mod 
s 9° 
eos 5 E | 200. ACCIDENT WAS UNDERLYING | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 18.) 
zoo “a = OR CONTRIBUTING CAUSE OF DEATH 
< eS 3 © [UIE EITHER, NOTIFY MEDICAL EXAMINER) 
oes 2 HR ENGEL oe 
23535 G ]20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
S52 es 5 Seok ein While Reese factory, street, affice bidg., otc.) | 
rd 3 2 p.m. 19 lot work [J at work [] ' 
rey 5 
z = 
6 2 
= 3 
E 2 
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